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NECTICUT, ITS DEVELOPMENT IN 


THE LAST DECADE, AND ITS FUTURE. 
‘portion to population and resources, show so lib- 


eral a provision for the treatment of her tuber- 
eulous cases. 


NEEDS.* 


By DaAvip RUSSELL LyMAN, M.D., WALLINGFORD, CONN, 


TEN years ago a paper on the subject I have 


chosen would have had very little to say about 
past accomplishments and a great deal concern- 
ing the future. At that time the work was gen- 
erally considered by most people to be in the 
experimental stage. We sent our dying patients 


far away from home in the hope that a change. 


of climate would accomplish the impossible— 
and we carefully refrained from telling the 


early cases that they had tuberculosis for fear, 
that the shock would destroy their chance of re-. 
Now these are found in New Haven, Hartford, 


covery. For those who had not as yet contracted 
the disease, but were in constant contact with it 
in its worst forms, we did nothing at all. In 


1902, however, a small body of men, furthering. 
a movement inaugurated by the New Haven. 


County Medical Society, formed and_incor- 
porated the New Haven County Anti-Tubereu- 
losis Association, and through their efforts. the 
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paring to build for 110 more. Stamford and 
Greenwich also maintain small wards with a to- 
tal of 30 beds. These, with the available room 


in private institutions, give us about 950 beds. 
The great Commonwealth of Massachusetts has 
less than 2000; and, in fact, no state can, in pro- 


Ten years ago there was but one association 
devoted to this work—the New Haven County 
Anti-Tubereulosis Association. Now there are 
similar organizations in Waterbury, Meriden, 
Hartford, New Britain, Middletown, Norwich, 
Norwalk. South Manchester, and Stamford. 

Then there was not a single tuberculosis 
nurse. Now New Haven, Waterbury, Meriden 
und New Britain have them, and the Visiting 
Nurses’ Associations of other cities make special 
provision for tuberculosis work. 

Then there were no tuberculosis dispensaries. 


Waterbury and Norwalk, and one is being or- 
ganized in Meriden. 

There were no associations for providing re- 
lief for the tuberculous workman or his family. 
The Employees Relief Association movement has 
been developed in Hartford, New Britain, South 
Manchester, New Haven and Bridgeport. This 


Gaylord Farm Sanatorium was opened in Sep- work comes closer to the solution of the problem 

tember, 1904, with a capacity of 22 beds. of financing a long period of treatment for the 
Today Gaylord Farm has 110 beds; Wildwood, workingman than any other agency, and is 

at Hartford, 50; the four state sanatoria at probably Connecticut’s greatest contribution to 

Hartford, Meriden, Norwich and Shelton a to-| the general tuberculosis campaign. 

tal of 600; and the New Haven Hospital is pre-| More and more attention is being paid to the 
“ Read before The New Haven County Public Health Association. | OPEN air schools for tuberculous, backward or 
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defective children. We now have these in Hart- 
ford, New Haven, Waterbury and South Man- 
chester, as well as in the children’s pavilion in 
Gaylord Farm, and at the State Sanatorium at 
Hartford. 

In addition to the above we have the State 
Tuberculosis Commission, established for the 
purpose of directing the work of the state sana- 
toria, and carrying on the general campaign 
throughout the state. Under the present inter- 
pretation of the statutes, the commission is with- 
out funds to do all the work of a central state 
agency, which it should do, and for which it is 
otherwise fairly well equipped. We hope the 
coming legislature will remedy this defect in the 
statutes, and permit the State Commission to 
take up that work which is so eminently its main 
task and the reason for its existence. 

Looking back over the past decade we see a 
remarkable growth from the small beginning 
made by the New Haven County Association. 
We have a right to be pleased with our progress, 
but there is still much to be done. True, our 
death-rate is showing a most satisfactory drop; 
but the state statistics for 1913 still gave a total 
of 1659 deaths from all forms of tuberculosis. 
My experience of the past ten years would make 
me look askance at the 539 deaths reported from 
‘*bronchitis,’’ ‘‘grippe’’ and ‘‘pleurisy.’’ But 
leaving these out of consideration and accepting 
the customary average of ten cases for every 
death, we see that we have at present between 
16,000 and 17,000 cases of tuberculosis in our 
state. With the vast amount of work yet to be 
done, the question of how to direct our energies 
in the next few years becomes a most pertinent 
one. How must our present works be modified 
or extended and what new lines of endeavor 
must be considered ? 

Our most efficient agencies so far have been 
the sanatoria for curable cases, the infirmaries 
for advanced ones, and the dispensaries, with 
their attendant tuberculosis nurses, to work 
among the people in their homes. 


SANATORIA., 


I am convinced that for the present there is 
no need for the state to erect more sanatoria for 
curable adult cases. There is practically never a 
time when we cannot find room for a good early 
case in one or the other of our sanatoria. Until 
there has been a further advance in the early 
diagnosis of the disease, our work so far as 
regards institutions for early cases, must be to 
increase their efficiency rather than their 
capacity. 

To this end, the one crying need is for some 
provision for the care of the immoral, drunken, 
or unruly cases that are sent to these sanatoria 
by the departments of charity of our cities and 
towns. 

The value of a sanatorium is twofold. It 
should restore the patient’s health and at the 
same time teach him, not only how to retain his 


working capacity, but after his return how to do 
his share in teaching the general public how the 
spread of tuberculosis can be prevented. To do 
these things, it is essential that the sanatoria, 
like any other school, should have a certain 
regimen and discipline, so that the patient and 
the public at large may get the most benefit 
from the large expenditures the state is making 
on this work. There are, unfortunately, quite a 
large number of cases that, whether through an 
adverse environment, lack of moral courage, or 
other causes, have degenerated to where they 
have lost sight of their obligations to their fel- 
low men. Their one consideration is to do as 
they please. They are not only willing, but 
anxious, to stay in the sanatoria, where the ac- 
commodations, food, ete., are the most comfort- 
able they have known. They are not, however, 
willing in order to enjoy these advantages to 
conduct themselves with any consideration of 
the sanatorium, their fellow patients, or their 
own physical needs. They wish to be allowed 
to get drunk as often as they can, to leave the 
place when they please, and return at any and 
all hours; and when they express displeasure or 
dissatisfaction, expect the nurses and other pa- 
tients to make no objection to whatever vile and 
filthy epithets they may prefer to apply to them. 
The presence of these cases made it impossible 
to get the decent, self-respecting people, how- 
ever great their need of treatment, to go to the 
sanatoria. Realizing that the sanatoria could 
never be more than mere lodging houses under 
these conditions, the State Commission began 
over a year ago to discharge all such eases that, 
after full trial and repeated warning, failed to 
comply with the most important of the rules. 
The statutes are specific in their mandate that 
we shall not receive or retain such cases unless 
separate provision is made for them, and we 
have no such separate accommodations, no funds 
to provide them, and no police authority to con- 
trol them. 

The statutes, however, also provide that such 
cases must not be kept in the almshouses, but 
must be sent to special tuberculosis hospitals. 
The situation today is, therefore, as follows: 
There are a large number of ignorant, immoral, 
and often vicious consumptives, whom the sana- 
toria are forbidden to take, and who cannot be 
put in the almshouse. Their presence in the 


poorer tenements of our cities is a great menace. 


The coming legislature must provide for their 
care, and it seems that this must be done in one 
of two ways. Their treatment in the sanatoria 
is impossible. Either a separate institution 
must be created by the state and maintained for 
these cases, or the cities and towns must be per- 
mitted to care for them in separate accommoda- 
tions in connection with the almshouses. 

The chief objections to the state furnishing 
the institution, are the expense, the difficulty of 
securing a site for an institution of this charac- 
ter, and the impossibility of maintaining it on 
the large scale that would be necessary unless it 
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were put on the grounds of some other institu- 
tion already under police control, or unless the 
commission were given police authority over it. 
There would also be this great objection to a 
single institution: It must of necessity be dis- 
tant from most of our cities, and although dere- 
licts of humanity, its inmates would at one time 
of the year have an equal value with any of us, 
for we are all allowed but one vote. There 
would, therefore, be all sorts of pressure brought 
to bear to keep these votes where they would be 
readily available. It seems to be the consensus of 
opinion of the town authorities that a state insti- 
tution would be best; but these opinions are 
based chiefly on the consideration of the expense 
to the small towns of maintaining their own in- 
stitutions. We can, however, see no reason why 
the counties could not maintain such a place for 
the small towns and the large cities maintain 
their own. These buildings should be subject 
to the approval of the state commission, but not 
under its control. These town or county pavil- 
ions should be permitted to take only those cases 
that have proven unsuitable for treatment at the 
sanatorium. Instead of, as at present, the towns 
paying $4.00 a week and the state $7.00 to pro- 
vide for these cases, the state should pay a 
weekly per capita to the towns for all cases in 
their pavilions. This plan could, I am sure, be 
worked out so as to care for these unfortunates 
in an adequate manner and at a financial sav- 
ing both to the towns and to the state. The 
general publie would be free from the menace of 
their unrestrained presence and the sanatoria 
would be developed to their greatest usefulness. 


ADVANCED CASES. 


The state accommodations for advanced cases 
are as yet inadequate. There is never a time 
when there are not many cases requiring infirm- 
ary care waiting for admission; and now that 
the opening of our new infirmary at Shelton has 
made accommodations there what they should 
be, the number of applications is constantly in- 
creasing. The present building is but the cen- 
tral portion of the one we hope in the next year 
to be permitted to complete, and which, when 
finished, will give us sixty more beds for these 
eases. The 110 beds in the projected plant of 
the New Haven Hospital at Allingtown will also 
be devoted to advanced cases; and when both the 
above are in operation our accommodations will 
be fairly adequate. 


CHILDREN. 


Up to the present time the work among the 
children has been almost neglected. Gaylord 
Farm and the State Sanatorium at Hartford 
have separate quarters for them, where they can 
be segregated from the grown patients, and in 
both places a school is maintained. The number 
of beds available is, however, woefully inade- 
quate. The State Commission recently sent an 


inquiry to every teacher in the state in order to 
find out how many children there were in our 
schools, public and private, who had probable 
tuberculosis of the bones, glands or joints. From 
the answers received it would appear that there 
are at present in our schools about 4000 such 
eases. The value of seaside sanatoria for these 
eases has been proven beyond question. We 
hope that it will not be long before somewhere 
on our long expanse of beach we will see provi- 
sion made for at least some of these little pa- 
tients. These are the ones who if neglected now 
will fill our sanatoria with active cases in later 
life, and we can surely never control tuberculosis 
until we care for them. 

The open air school movement should also be 
extended in all our cities. Many of the weakly 
anemic, backward children, many in the pre- 
tubercular stage, as it is often called, will not 
only acquire a sound basis of health under the 
influence of these schools, but will at the same 
time keep up in their studies—a feat that is 
utterly beyond their strength in the general 
classroom. 


DISPENSARIES AND VISITING NURSES. 


We cannot hope to cope with the 17,000 exist- 
ing cases in our state if we depend solely or 
even chiefly upon institutions for their treat- 
ment. All important as is the treatment of the 
early cases, our hope of some day controlling 
tuberculosis is based on our knowledge that it is 
a preventable disease. To prevent it, however, 
it is essential that the people be taught. The 
press, the public lectures, and the warning and 
instructive placards in public buildings and fac- 
tories all have a great value in this work; but 
to teach effectively you must teach the individ- 
ual and must do it personally. It is for this 
reason that I rate the special dispensary, with 
its visiting tuberculosis nurse as the most valu- 
able of all our forces in the campaign. The 
early diagnosis of tuberculosis is most difficult, 
but it is not nearly so difficult as it often is to 
make the patient accept the diagnosis and insti- 
tute proper treatment. The chances are that he 
will be utterly unable to believe that the slight 
symptoms he has mean ‘‘consumption’’; that he 
will go around to several other physicians; and 
if only one of the number expresses doubt of his 
being so afflicted the patient will decide that he 
is well, and postpone going away or taking any 
precautions until it is too late. The visiting 
nurse, however, follows up the patient, visits 
him at his home; spends hours if need be ex- 
plaining, arguing, persuading; convinces other 
members of the household and secures their aid, 
brings up acquaintances to testify of their own 
experiences, and usually prevails upon the pa- 
tient to take the treatment. But this is only a 
small part of the nurse’s work. She goes to the 
home, where the danger of infection exists. She 
shows the people right on the premises how to 
carry out the necessary precautions, how to 


| 


for the patient to go away for treatment, and 
then the nurse must arrange the patient’s daily 
life, supply food and clothing, and day after 
day, and week after week, go back to encourage, 
advise and direct, not only the patient, but the 
whole household. In houses where there has been 
exposure from a chronic case, she can often de- 
tect suspicious symptoms in other members, and 
by getting them to a doctor for examination can 
get the diagnosis before the disease has begun to 
make headway. 

The visiting nurse has another and a very 
important duty. We are recognizing more and 
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These figures would indicate that there was 
some agency at work in New Haven and Hart- 
ford counties that was not present in the other 
two, and the agency is to my mind the work of 
the local associations and their visiting nurse. 

I feel very strongly that this is the work 
which we must strive to extend throughout the 
state if we would ever hope to control tubercu- 
losis; and I feel that the future efforts of the 
state itself must be directed along this line, 
rather than toward the erection of more sana- 
toria, once the children have been cared for. 

In taking over the state agency for the Christ- 
mas seals this year, the State Tuberculosis Com- 
mission had chiefly in mind the opportunity it 
afforded for getting in touch with the people 
throughout the state and aiding in the establish- 


‘The State Board of Health report for 1913| ¥¢ will be combating tuberculosis in the right . 


more the value of proper after-care of our dis-|™ment of local tuberculosis associations wherever 
charged patients, and are slowly realizing how | Possible. We hope in time to see it develop to 
much can be done by follow-up work toward | where the local associations will be able to de- 
making our so-called cures permanent. It is| Vote all their funds to local relief work, and 
human nature to be on one’s best behaviour Will be supplied by the state with visiting nurses 
when we know someone is watching. When the|to look after their tuberculosis cases, and to 
visiting nurse has a record of the discharged teach the prevention of tuberculosis where it 
cases returning to town, and these patients know should be taught—in the homes of the people. 
that she will visit them and inquire as to their | This plan would not entail a great expense upon 
daily routine, they are going to be more careful the state and it would increase enormously the 
as to what they have to report. More than this, funds available for local relief work in the cities 
the nurse can discover, and often do away with, aud towns. Suppose, for instance, the salaries 
adverse conditions either in the home or in the Of the three tuberculosis nurses of New Haven 
place of employment, and can see that the pa- Were paid by the state and the amount this re- 
tient goes to his physician at frequent intervals “uires released for relief work, can you not see 
for examination and advice. Her codperation | ow the latter could be extended? It would be a 
after the patient goes back home and to work !ong step toward the solution of the problem of 
is not the least valuable of her many good Providing funds to keep tuberculous patients 
works. junder treatment long enough to secure lasting 

Given a dispensary where physicians trained Tesults. We also hope in codperation with the 
in the diagnosis and treatment of tuberculosis | Physicians of the state, to have the nurses’ work 
can see the patient at intervals and direct the. supplemented by the establishment of dispen- 
course to be followed; a visiting nurse to go to Sates for the tuberculous poor, where the nurses 
the home, instruct the family there, see that the 474 their patients can have the advantage of the 
patient follows orders, and bring ‘cay suspects advice of both the physicians of their towns and 
to the dispensary ry diagnosis; and behing (of men with special tuberculosis training, sup- 
these two a local association to furnish funds for | Plied from the medical staffs of the state sana- 
treatment at home or in an institution, and we toria. When we have this local work established 


have the most valuable development of all our #24 supplemented by the generous provision 
| the state is making in our sanatoria, we feel that 


furnishes statistical evidence of the truth of this. | place, at the right time, and in the right way. 


The four largest counties in the state are New 

Haven, Hartford, Fairfield and New London. : 
Almost all of the visiting nurses, dispensaries. | 
and local associations are in New Haven and 
Hartford counties. Fairfield has none outside 
of Stamford, and New London none at all. Since | im 

1907, the time when the work was begun, the) A RARE TYPE OF BLADDER ULCER IN 
records for these counties is as follows :-— WOMEN; REPORT OF CASES.* 


@riginal Articles. 


New Haven, pop. incr. 311—357,000: death decr. 488 to 
441 rate decr. 


Hartford, pop. incr. 229—266,000; death decr. 324 to jcauer - : 
ee tg a AFTER a review of the literature on simple 


Fairfield, pop. incr. 208—263,000: death incr. 358 to ulcer of the bladder I wish to present for your 
369 rate decr. consideration this evening a group of cases in 

New London, pop. incr. 87—93,000; death incr. 123 to * Read at a meeting of the New England Branch of the American 

136 rate incr. Urological Association held in Boston on November 30, 1914. 


By Guy L. Hunner, M.D., BALTIMORE, MD. 
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which the lesion differs in many respects from 
the so-called Fenwick ulcer which has been the 
type heretofore designated as simple ulcer. 

This group presents a strikingly uniform pic- 
ture, an appreciation of the features of which, 
by our branch of the profession will save the 
patient from much suffering, both from errors 
in diagnosis and consequent futile operations on 
other organs, and from the unnecessary pro- 
longation of ordinary cystitis treatment when. 
more radical measures are demanded. 

These ulcers have been found in women, my 
work being confined to that sex. They probably 
occur in men. The average age of the eight 
women on first consultation was thirty-seven 
years, but the average duration of the bladder 
symptoms was seventeen years, making twenty 
years the average age at onset. Two cases stated | 
that they had had bladder trouble as long as, 
they could remember. 
for the group I arbitrarily placed their onset 
age at fifteen years or about the menarche. 

In none of the histories could I determine 
cause for the bladder lesion. 

Three of the patients were unmarried, and 
there was no reason from the history or exami- 
nation to suspect a former gonorrheal cystitis. 
Of the five married women, all had borne chil- 
dren, but in three of them the bladder trouble 
antedated childbearing and in the other two the 
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trouble, but had had rheumatism of the left knee 
intermittently for three years. Her bladder symp- 


toms antedated this by three years. 


Case 6 had scarlet fever as a child and had noe- 
turnal enuresis up to the menarche at fourteen years 
of age. Her severe bladder spasms began six months 
after the first menstruation. 

Case 7 had never had tonsillitis. As a child she 
had measles, mumps, and whooping-cough. Her 
bladder symptoms had been present as long as she 
could remember. 

Casz 8 had had severe temporal headaches since 
childhood, more likely to occur around the men- 
strual period, and for two years she had noticed 
stoppage of the right nostril. Nasal and x-ray ex- 
amination revealed marked disease of the right fron- 
tal sinus. 

Case 2 gave a history of the passage of a ureter 
stone tive years before her bladder trouble began; 
and Case 7, who had bladder symptoms all her life, 
had passed a pea-sized stone from the bladder ten 
years before consultation. 


In view of the causal relationship which I 
have previously pointed out (J. A. M@. A.—Vol. 
lvi, pp. 937, also International Clinies, Vol. 
iv—Twenty-second series) between chronic 
urethritis and infections of the tonsils, adenoids, 
sinuses, and teeth, there may be some signifi: 
cance in the fact that every one of these cases 
had a granular urethritis. The tenderness and 
sear tissue contraction was so marked in most 


bladder symptoms came on, in one, eleven years, | of the cases as to require thorough cocainizing 
and in the other one year after the last child- 224 careful manipulation in order to do satis- 
birth; so we cannot ascribe their trouble to pu- factory cystoscopy. — Fenwick emphasizes this 
erperal infection. In no ease was there a his- Urethral hyperesthesia in most cases of non-ma- 


| 


tory of operation or catheterization to give an !ignant ulceration of the bladder and advises 


opportunity for possible traumatic or infectious 
origin from such sources. 

If we accept the usual view that either an 
embolus or a thrombosis of a blood vessel is im- 
mediately responsible for simple ulcer of the 
bladder and east about for the distant focus of 
infection in these cases. we find very little of 
even suggestive importance. 

With the possible exception of Case IV, who 
gave a history of indefinite bladder symptoms 
since searlet fever at six years of age, and who 
later recalled that for weeks after peritonitis 
(appendicitis) at twelve years of age, she suf- 
fered intensely on voiding, none of the cases 
gave a history of acute infectious fever immedi- 
ately preceding their bladder symptoms. 


Case 1 had her bladder symptoms exaggerated 
when she caught cold. but there is nothing said in 
her history about tonsil or sinus infection. 

Cast 2 had complained of rheumatism for several 
years and has had oceasional attacks of rheumatism 
while under my care for the past six years, but I 
have been unable to find a source of origin. 

Case 3 had an attack of tonsillitis twenty years 
ago, but has had no throat trouble sinee, and she 
had been treated for bladder trouble before the ton- 
sillitis attack. 

Case 4, as noted, may possibly have followed 
searlet fever or an acute appendicitis attack. 

Case 5 never had evidence of tonsil or sinus 


| ch 


loroform anesthesia for the cystoscopic ex- 
amination. It is possible that the bladder ulcer- 
ation and the inflammatory condition of the ure- 
thra may have a common cause, or it may 
be that the frequency of voiding and straining 
bring about an hypertrophy and hypersensitive- 
ness of the sphincter region. 

After these remarks bearing on the etiology, 
‘let us now return to a consideration of some of 
the clinical features associated with the ulcer 
itself. These ulcers have all been found in the 
vertex or summit or free portion of the bladder ; 
this being one important distinction in compar- 
‘ing the simple solitary uleer of Fenwick which 
is found on the base or fixed portion of the blad- 
der. 

In three of the cases the uleer was well for- 
ward—just back of the symphysis; in four, it 
was in the summit, with a tendency in three of 
them to occupy the posterior pole region, while 
in one case there was an ulcer area near the 
posterior pole, and another on the left anterior 
wall immediately back of the symphysis. 

With the knee-breast posture and the Kelly 
cystoscope we are at some disadvantage in lo- 
cating ulcers on the anterior or pubic wall. On 
the other hand, a chief characteristic of these 
ulcers is the extremely slight mucous membrane 
change found in certain periods of the ulcer, 
and I am confident that we have an advantage 
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over the Nitze method in our clearer definition 
obtained by direct vision through an air me- 
dium. We have another great advantage in 
using the knee-breast posture and air distention 
in being able to study the ulcer under similar 
conditions at all times. Fenwick warns against 
positive conclusions from one study of an ulcer 
through the magnifying cystoscope, which gives 
such different pictures at varying distances, and 
the ulcer itself varying in size and appearance 
with different amounts of the distending fluid. 

While cystoscopy usually reveals only one in- 
flammatory spot, there may be two or three 
granulation areas near together or somewhat 
separated, and operation usually reveals a more 
extensive area of inflammation than was appre- 
ciated by cystoscopy. 

The ulcer area may be easily overlooked and 
the attention may first be arrested by an area 
of dead white scar tissue. In the neighborhood 
of this scar-looking area, one sees one or more 
areas of hyperemia which, on being touched 
with a dry cotton pledget, or with the end of the 
speculum, bleed and first show their character 
as ulcers. 

In other cases, or perhaps at subsequent ex- 
amination on the same case, the ulcer may be 
well defined as a deeply red area with granulat- 
ing base and with congested vessels surrounding 
the area. In none of these cases has an individ- 
ual ulcer area been more than a half centimeter 
in diameter, although two or three such ulcers 
have at times been grouped in a larger inflam- 
matory area. 

At certain examinations the central inflamma- 
tory area is found surrounded with a fairly 
wide area of edema. This was seen on one ex- 
amination in Case 5, and it was much more 
marked at operation. In Case 3, whom I had 
examined many times, edema was never seen at 
cystoscopy, but at operation an edematous oval 
area of about 5x3 centimeters surrounded the 
central ulcers, and this was removed with a 
margin of one centimeter of normal mucosa. 

In Case 2, in addition to the small ulcer area 
in the left vertex, which has been studied for 
the past six years, there has occasionally been a 
slightly congested area near the posterior pole, 
perhaps four centimeters distant from the ul- 
cer, and on one occasion there was edema about 
this posterior pole congestion. 

I am not prepared to estimate the significance 
of this edema area, but until we know more 
about it, I shall try to excise it entirely at op- 
eration. I have never noticed it in any other 
class of bladder operations. I think some of the 
edema area was left in Case 5, and she is the 
only one of our five operated cases who is not 
well. 

_ The cystoscopic picture reveals the granula- 
tion surface as on the same general level as the 
surrounding mucosa, in other words one would 
describe these ulcers at cystoscopy as being su- 
perficial. I have never seen a deposit of urinary 


salts on one of this variety and the surface has 
never shown the ragged, irregular character 
suggesting a possible malignancy. 

At operation, after opening the bladder, the 
slight granulation surface can be easily detected 
with the bared palpating finger, and one is sur- 
prised after the cystoscopic picture, suggesting 
a simple superficial process, to find at operation 
that some of these inflammatory processes ex- 
tend through the bladder wall and involve the 
peritoneum. 

The urine presents a macroscopically normal 
appearance and the few leucocytes and red blood 
corpuscles present may be entirely overlooked 
with the microscope, unless care is used to settle 
or centrifugalize the specimen. Indeed the pa- 
tient may come complaining of about her usual 
symptoms, at a time when the ulcer is tempo- 
rarily closed and the urine is absolutely nega- 
tive on microscopic examination. At her next 
visit there may be the usual urine picture of a 
few leucocytes and a few red blood corpuscles, 
found only on careful examination, and cys- 
toscopy reveals a granulating area, or a slightly 
hyperemic area which oozes blood on being 
touched. 

The most characteristic sign or symptom of 
simple ulcer as described by Fenwick and oth- 
ers, is hemorrhage. Only one of my eight pa- 
tients ever noticed anything abnormal in the 
urine. Case 7 had seen blood at times, but when 
she came for treatment, the urine as in all the 
other cases, looked macroscopically clear and 
contained only a few red cells and a few leu- 
cocytes. 

Diagnosis. So far as I know there is no form 
of bladder inflammation or ulceration that has 
an absolutely characteristic clinical history or 
eystoscopic picture. The ulcer under discussion 
is no exception to the rule. 

The patient’s recital of the insidious onset 
without apparent antecedent cause, and the long 
duration in spite of various forms of treatment, 
make one think at once of tuberculous disease. 
This is excluded as soon as one finds macro- 
scopically clear urine associated with such a 
long history and absence of any sign of disease 
of the kidney or ureter. 

One sometimes gets a history of serious symp- 
toms simulating cystitis from patients suffering 
with chronic urethritis. As stated above, these 
eases under discussion have all had signs of 
chronic urethritis, but the presence of micro- 
scopic pus or blood, or of both, in urine ecathe- 
terized from women makes one certain that he 
is dealing with something more than a urethritis. 

There is nothing absolutely characteristic in 
the cystoscopic picture. Perhaps the most char- 
acteristic thing is the insignificance of the lesion 
as compared with the long duration and inten- 
sity of the patient’s suffering. As stated above, 
one’s attention may first be arrested by the 
slight smooth white scars of former ulceration 
rather than by the slight hyperemia or inflam- 
matory spots near these scars. In other cases 
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there is a small granulation area which is bleed- 
ing from the distention of the bladder, or bleeds 
easily on being touched. In other cases or at 
other examinations of the same case the inflam- 
matory spot is occupied and surrounded by an 
area of edema. Anyone familiar with bladder 
work has seen slight lesions, similar in appear- 
ance to these under discussion, and has seen 
them clear up spontaneously or after a few 
instillations of some antiseptic drug. Such 
slight lesions are generally accompanied by in- 
fection and the healing depends upon ridding 
the bladder of infection. In gonorrheal infec- 
tions this takes place spontaneously in a few 
weeks, or much sooner if the bladder is treated. 

Our conclusion therefore is that a diagnosis of 
this peculiar form of bladder ulceration depends 
ultimately on its resistance to all ordinary forms 
of treatment. 

The difficulty of diagnosis in this class of 
eases unless we are awake to their unusual fea- 
tures, is best illustrated by the fact that four 
of the eight cases had operations on other organs 
in the effort to relieve symptoms caused by the 
bladder ulcer. 

Microscopically one finds in the resected por- 
tion of the bladder wall a typical picture of 
chronic, simple ulcer. The epithelial layer is 
absent at the site of the ulcer and the mucosa 
layer is occupied by typical, chronic granulation 
tissue. In some of the specimens this granula- 
tion tissue is fairly richly supplied with capil- 
laries, but in most of them there is a preponder- 
ance of connective tissue and infiltration of 
small round cells and leucocytes. 

The epithelium surface in the neighborhood 
of the ulcer shows multiple layers of the transi- 
tional type of cells, the external layers being of 
the squamous stratified type and in places ap- 
pearing hornified. Next to the ulcer the epithe- 
lial layer may end abruptly with a precipitous 
edge or there may be seen extending beyond this 
abrupt edge an attempt at repair in the nature 
of a single layer of cuboidal cells growing to- 
ward the bare surface of the ulcer. 

The mucosa layer in the neighborhood of the 
uleer shows an increase in the number and size 
of the capillaries, varying in the different speci- 
mens. The capillaries are often stuffed with 
leucocytes, as are many of the lymph spaces. 
There are some enlarged lymph spaces crowded 
with lymphoid cells and leucocytes, and where 
these are seen lying beneath the normal epithe- 
lium near the ulcer, they at first suggest the pic- 
ture of tubercle. 

There is hyalin degeneration in some areas and 
in some of the sections the edema causes rarifica- 
tion. 

Some of the specimens show considerable non- 
striated muscle in the mucosa coat in the neigh- 
borhood of the uleers. 

The muscle coat shows enlarged lymph 
spaces, and these as well as some of the blood 
vessels of the muscle coat, contain many leu- 


cocytes. Immediately beneath the ulcer, the 
muscle in places shows invasion and breaking up 
by the intlammatory process. The peritoneum, 
which in Case 3 was thickened and torn at the 
time of operation, shows microscopically a 
fibrous thickening and in the tissues a few wan- 
dering leucocytes. 

Treatment and Results. Of these eight cases, 
five have had excision of the diseased area, with 
probable perfect result in all but one, Case 5. 
Of the three unoperated cases, 1 have treated 
Case 2 six years, with apparent healing on two 
or three occasions. Case 8 has been treated 
about eight months with improvement in the 
symptoms, but with little change in the appear- 
ance of the bladder lesion. Case 4 is now being 
treated by Dr. John Caulk of St. Louis, her 
symptoms having improved, but the lesion per- 
sisting after four months of rather desultory 
treatment under my directions during the past 
summer. 

My experience with this relatively small num- 
ber of cases convinces me that excision is the 
treatment after one arrives at a diagnosis of this 
particular form of ulcer. 

As stated under the discussion on diagnosis, 
I would not arrive at a final diagnosis calling 
for operation unless the patient has had sys- 
tematic local treatment for the bladder symp- 
toms and presents in addition the signs and 
symptoms above enumerated as more or less 
characteristic. 

The excision is done through a suprapubic 
extraperitoneal incision. To facilitate the find- 
ing and handling of the bladder, it is left full 
of air if cystoscopy has just been done in the 
knee-breast posture, or it is distended with ster- 
ile fluid just before operation. 

If the peritoneum is involved in the inflam- 
matory process and is accidentally torn in peel- 
ing it from the muscle wall, it is sutured at once 
before opening the bladder. 

The incision in the bladder wall is made with 
a view to open near but not into the inflamma- 
tory area. 

In my first cases I was interested in palpating 
the ulcers with bare fingers, but this is not nec- 
essary and tends to change the microscopic pic- 
ture. The inflammatory area is easily found by 
vision, and by doubling it back over the fingers 
on the outside or muscle wall, it can be excised 
with all layers of the bladder wall without 
touching the mucosa layer of the inflammatory 
area. As soon as removed, the specimen should 
be pinned to a stiff cardboard before passing it 
to the preservative fluid. Otherwise it quickly 
shrinks and mars the microscopic study. 

The few blood vessels of consequence should 
be grasped with forceps, and after the excision 
they should be tied with fine (No. 1) twenty- 
day catgut. Otherwise they may retract into 
the muscle wall and temporarily cease to bleed, 
only to give trouble during the first few days of 
convalescence, as happened in Case 3. 


. 
| 


The bladder edges are quickly brought to- 
gether by a running, lock stitch suture of either 
ten- or twenty-day, No. 2 catgut, leaving a 
slight opening in the vertex through which the 
mushroom retention catheter is carried and su- 


tured to the bladder wall with a No. 2, ten-day | 


catgut. The abdominal wall is closed, except for 
a small opening to carry the rubber catheter and 
a cigarette drain, which is introduced down to 
the bladder wall. 

The cigarette drain is removed at the end of 
forty-eight hours, and daily irrigations of the 
bladder with 1: 10,000 solution of silver nitrate 
are carried on through the retention catheter, 
increasing the strength of the solution as the 
patient recovers. An ounce or two of the solu- 
tion is introduced and immediately withdrawn 
through the catheter until several washings are 
made. This is best accomplished with the pa- 
tient on her side. 

The retention catheter is withdrawn on the 
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these non-gonorrheal cases, but we should think 
it would be advisable, provided the inflammation 
|does not clear up quickly. 

What we are dealing with in this paper is epi- 
didymitis caused by the gonococcus. Up to 
‘about a year ago at the Boston Dispensary we 


‘had been treating these cases conservatively by 
‘local applications, strapping, rest in bed with 
ice bags, etc. We found that such treatment had 
many drawbacks. In the very acute cases the 
pain was very severe for a week or more, the pa- 
tients frequently looked septic and had malaise, 
even after a subsidence of the acute pain. Many 
of these patients continue to have dull pain and 
uneasiness at times for many months after. 
Then, too, after the acute symptoms have sub- 
sided and treatment of the urethritis, which had 
‘been suspended, is begun again, these cases which 
have been treated palliatively are very apt to 
recur. 

Finding this palliative treatment far from sat- 


tenth to the fourteenth day, after which the! isfactory, a little over a year ago Dr. Augustus 
daily irrigations are given through the urethra| Riley and I began to perform epididymotomy 


Se 


until the bladder is free from infection. 


EPIDIDYMOTOMY FOR ACUTE EPIDIDY- 
MITIS, AS AN OUT-PATIENT PROCED- 
URE.* 


By A. H. Crospie, M.D., Boston, 
AND 


A, R1tEy, M.D., Boston. 


INFLAMMATION of the epididymis occurs prac- 
tically always secondary to inflammation of the 
deep urethra in the region of the ejaculatory 
ducts. This inflammation of the deep urethra is 
usually associated with involvement of the ves- 


on the very acute ones. The results have been 
so gratifying that now we advise operation, even 
in the milder ones. During the past year we 
have operated upon twenty-eight cases, two of 
which were double. In one the double infection 
came simultaneously and in the other first the 
left was involved, and in about ten days the 
other became infected. In this case when the 
‘second epididymis became infected the patient 
/returned at once and asked to have the opera- 
'tion done. 

| Apparently the first man to do epididymot- 
omy for gonorrheal epididymitis was a French- 
man named Pirogoff in 1852; later it was done 
by H. Smith in 1864. These men apparently 
‘only punctured the epididymis from the out- 
side. The operation then was neglected until 
'Francis P. Hagner revived it in 1906. Follow- 


icles and prostate. The severity of the inflam- | ing his original report of six cases operated 
mation in the epididymis bears no relation to | ypon, a great many men have reported series of 
the severity of the inflammation in the deep | cases, and all who have done it are enthusiastic 


urethra. In some of the most acute cases of 
epididymitis the posterior involvement seems to 
be almost nil. 


about the results. 
. 
| The operative procedure that we use differs 


‘from that used by Dr. Hagner only in some 


The causative factors may be most any of the .mall details. We suture the wound differently 
pus-producing bacteria or the tubercle bacillus. ! and we operate a great deal under local anes- 


It very frequently happens that a patient who is 
on constant catheter drainage or who is catheter- 
ized frequently or has instrumentation, develops 
an acute epididymitis. These cases usually de- 
velop very rapidly and are accompanied by a 
considerable rise in temperature, pain, rapid 
pulse and malaise. The course of such an epi- 
didymitis is usually short, subsiding almost as 
rapidly as it appeared. In some of these, how- 
ever, an abscess develops which may point out- 
wardly and has to be opened or breaks sponta- 
neously. This almost never occurs in_ those 
eases of gonorrheal origin. We have never 
known of anyone doing epididymotomy for 


* Read at a meeting of the New England Branch of the American 
Urological Association held in Boston on November 30, 1914. 


|thesia. Dr. Hagner advised against local anes- 


thesia. 

At first we operated only under ether. This 
meant that the patient must either go to a hos- 
pital or have it done at home. We found that 
many cases were unable to enter a hospital and 
consequently had to get along without an op- 
eration. Finally we decided to operate under 
local anesthesia and let the patient go home 
after the operation. The results were so good 
that now we do even the most acute eases in this 
way. 

We use from 20 to 30 ¢.c. of 1% novocaine, to 
which has been added from three to six drops of 
adrenal solution 1-1000. The method is much 
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the same as Braun, in his recent book on local 
anesthesia, advocates for any operation on the 
testes. The best syringe is a 10 ¢.c. glass syringe 


with a two-inch needle. The first step is to in-| 
filtrate the cord. This is done by grasping the 


cord, at the point where it emerges from the 
external ring, between the thumb and forefinger 
of the left hand. The needle is inserted into 
the cord and from five to ten ¢.c. of solution is 


Fig. 1. 
Infiltrating the cord. 


Fic. 2. 
The needle inserted into the inguinal canal. 


Fig. 3. 
Injecting the region of the globus major. 
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Fig, 4. 
The line for circuminjecting the scrotum and the line of incision. 


ow 


Fic. 5. 
Incision down to tunica vaginalis. 


Fig, 6. 
Puncturing the globus minor. 


Fic. 7. 


At the point of the tenotome is a large drop of pus from an 
abscess in the globus minor. 


injected in all directions. It is well, also, before 
removing the needle, to point upward and in- 
ject a little solution into the inguinal canal, to 
be sure to get complete blocking of all the nerves 
in the cord. The needle is then pushed down- 
ward, through the same point of entry, along 


the cord, to the region of the globus major, and 
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Fig. 8. 


The 


Testicle dropped back and sutures in place ready to tie. 
wick at the lower end of the incision. 


a little more solution injected. The serotum is 
then cireuminjected on the side to be operated 
on, all the way to the perineum. This injection 
is made where the scrotal skin merges with the 
skin of the thigh. Even though the operation 
be unilateral Braun recommends anesthetizing 
the scrotal skin all the way around, the same as 
one would for a double operation. We have not 
found this necessary, as we get complete anes- 
thesia by injecting the one side. Finally, a little 


as the inflammation travels along the vas it hits 
this part first and lodges in the fine convoluted 
tubules. These undoubtedly become occluded 
and check the inflammation from proceeding. 
Occasionally the major is also involved and 
rarely the inflammation is worse in the major. 
Apparently it never reaches the testicle itself. 
After delivering the testicle the epididymis is 
carefully examined. Where the inflammation is 
worst the epididymis is hard and indurated. 
Occasionally minute abscesses can be seen as 
yellowish white dots. It is very rare that there 
is a single abscess large enough to give definite 
fluctuation. Multiple punctures are made in the 
indurated area, whether or not there is visible 
pus, with a tenotome. The tenotome is plunged 
through the fibrous covering deep into the epi- 
didymis. It frequently happens that a drop of 
thick yellow pus wells up in the puncture. 
Smears from this pus nearly always show gono- 
cocci. Even though a drop of pus is found in 


‘one place it seems wise to puncture the whole 


indurated area. When a pus cavity is found, 
the hole is enlarged a little to allow free 
drainage. Occasionally in making these punc- 
tures a small artery is struck. This bleeding is 
easily stopped by a fine catgut stitch. After all 
the likely places have been punctured, it is well 
to wash off the testicle and epididymis with 


novocain is injected along the line of incision. | warm salt solution to remove the evacuated pus 
In order to get perfect anesthesia, it is well to and blood clot. A drain either of gauze or rubber 
wait ten or fifteen minutes. With the anesthesia | tissue is then placed lengthwise along the epi- 
thus obtained it is possible to handle the testicle |didymis and brought out at the lower end of 


and epididymis without the slightest discomfort. | the incision. 
There is no sensation for two or three hours | 


after, so that after operation a patient walks 


t The testicle is then pushed back 
into the tunica. In closing, our technic differs 
from Dr. Hagner’s. Hagner and others in the 


out really much more comfortably than he came |series they have reported close the tunica sepa- 


in. Even after the anesthesia works off there is 
very little pain. 


rately with continuous catgut suture. We close 
the wound loosely with silkworm gut sutures 


The incision is made laterally so that the|that pass through all layers. This allows any 


tunica vaginalis is opened near the epididymis. | 
‘some cases, where the tunica has been tightly 


A lateral incision of this sort is hardly visible 
after a few weeks. In the very acute cases there 
is always considerable hydrocele fluid, so that 
it is easy to eut through the tunica vaginalis, 
but in one of many days’ duration it frequently 
happens that the hydrocele fluid has disappeared 
and the tunica vaginalis has become adherent 


to the tunica albuginia and one has to use care 


not to cut into the testicle. Twice we have 
nicked the testicle without apparent ill effect, 
but we prefer not to do it. On opening the 
hydrocele sae conditions vary. In some there is 
merely clear straw-colored fluid and no adhe- 
sions; in others the fluid is turbid. containing 
fibrin, as in a gonorrheal joint, and in some. par- 
ticularly the long-standing ones, there are many 
adhesions, especially of the tunica vaginalis to 
the epididymis. With the blunt end of a knife 
or with a pair of scissors the adhesions are 
freed and the testicle and epididymis are deliv- 
ered through the incision. The inflammation is 
usually most severe at the lower pole. the globus 
minor. This undoubtedly is due to the fact that 


hydrocele fluid that forms to work out. In 


closed, we have seen hydrocele fluid persist for 
some time. A large dressing is applied and held 
in place with a T bandage. The patient is then 
allowed to go home and take a cathartic, and if 
possible to remain in bed for a couple of days. 
He later reports to the clinic for dressings. The 
wick is removed on the third or fourth day and 
the stitches in about a week. Although we ad- 


vise rest in bed, in some cases the patient has 
‘not quit his work at all. 
‘operation a patient is apt to have fever. but 


The day following the 


usually with little pain. At the end of about 
thirty-six hours the temperature becomes normal 
and remains so. 

Many of these cases when they come in look 
septic, and are in great pain. There frequently 
is a rise in temperature and pulse. Even the 
first day after operation the entire aspect of the 
patient has changed. The sallow septic look has 
gone. The relief from pain is almost mirac- 
ulous. <A patient requiring morphia in large 


: 
oH i | 
| 
t 
| 
+ 
ag 
7 
| 
ae 
ia 
ig 


Vor. CLXXII, No. 18] 


BOSTON MEDICAL AND SURGICAL JOURNAL 


667 


doses before operation generally sleeps without 
any drug, even the first night after operation. 

Epididymotomy is a rational surgical proced- 
ure. Belfield likens epididymitis to the pus 
tubes in the female, and recommends surgical 
interference. It is perfectly easy to see why 
the pain is intense. There is pus under pres- 
sure and no adequate means of drainage. The 
vas offers no sort of an outlet. Without opera- 
tion nature has to take care of the process. It 
means the absorbing of the pus into the system. 
This is a long process and must result in more 
damage to the tubules during the process of 
resolution than they could be damaged by the 
use of the knife. It seems logical that the method 
that will cheek the inflammation in the quickest 
possible way will give the best chance for a 
functional epididymis. It might seem as though 
puncturing an epididymis would block a great 
many tubules. It may, but it certainly does not 
destroy so many as would multiple undrained 
abseesses. In one recurring case, in our series, 
with a duration of seven months, practically the 
whole of the globus minor was replaced by an 
abscess cavity holding fully a dram of pus. 

In the very early cases, that is, within forty- 
eight hours from onset, there usually is no 
definite pus. There is a great deal of edema and 
thickening of the epididymis. Punctures are 
followed by a serous ooze. In most of the later 
eases definite small abscesses are found. The re- 
lief of symptoms is just as marked in those hav- 
ing no pus as in those that do have it. 

In only one case have we had a recurrence on 
the side operated upon and that was many 
months after, following an entirely fresh gonor- 
rheal infection, exposure admitted by the pa- 
tient. It is interesting to note that this man 
returned at once and requested operation. 

After epididymotomy we have been able to 
start local treatment for the urethritis earlier 
than on patients not operated upon. We feel 
that this is one of the strong points in favor of 
the operation. 

In all our eases the posterior involvement has 
yielded readily to treatment after operation. 
Frequently they clear up with remarkable rapid- 
ity. One man who at the time of operation has 
decidedly bloody urine and marked posterior 
symptoms, had both urines clear with shreds two 
days after operation. In one case that had very 
slight posterior involvement we became over- 
enthusiastic and passed sounds on the tenth 
day after operation. There was no recurrence 
on that side, but it did produce an acute epi- 
didymitis on the other side. He requested im- 
mediate operation. 

We now start anterior irrigation about a week 
after operation and at the end of another week 
or more, depending upon the amount of poste- 
rior involvement, pass on to dilatation, bladder 
washes and massage. 

The question of the effect of this operation 


upon sterility, of course, is important. The op- 
eration shortens the duration of the inflamma- 
tion without any doubt, and it seems reasonable 
to suppose that anything that does this is going 
to give the tubules a better chance to remain 
patent. It is hardly justifiable in a unilateral 
case to open the vas to see if there are motile 
spermatozoa, and any attempt to massage a 
single vesicle is futile, so that we must fall back 
on those with a double infection for our data. 
From the cases thus reported, the number of 
double infections is too small to draw any very 
definite conclusions, but those that we can draw 
are favorable. They certainly prove that the 
operation itself does not produce sterility. Cun- 
ningham in his fifty-seven cases had six double 
ones. Of these six, four had motile spermatozoa. 
Hagner in his series of sixty-three cases had 
three double cases, two cases of which had motile 
spermatozoa after operation. We have had 
only two double ones, and in only one of those 
have we had the opportunity to test for sperma- 
tozoa. This man was operated on for a very 
severe double infection twenty-four hours after 
it started. There was no pus but much serous 
ooze. Two months after operation the condom 
test showed many motile spermatozoa. This 
man married two months after operation against 
advice. At that time both his urines were clear 
with no shreds. His wife has been examined 
and there is no evidence that she has contracted 
the disease. 

Without operation it is generally conceded 
that at least sixty-five per cent. of the double 
eases are sterile. Some writers put it much 
higher than that. 

We feel that the following conclusions may be 
drawn :— 


1. Epididymotomy invariably gives imme- 
diate and permanent relief of pain. 


2. There are no recurrences after operation 
unless there is a fresh infection. 


3. The course of the epididymitis without 
question is shortened, as is also the urethritis. 


4. Patients are probably less likely to be ster- 
ile. 

5. Treatment of the urethritis can be begun 
much earlier. 


6. The operation can be safely and success- 
fully done in an out-patient clinie under local 
anesthesia. 
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A STUDY OF LEPROSY: WITH ‘ESPECIAL | | 
REFERENCE TO THE PULSE AND TEM. 
PERATURE. 


By James A, Honets, M.D., Boston, 


From Penikese Hospital and the Department of Bac- | 
teriology, Harvard University Medical School. 


(Concluded from page 638.) 


STUDY OF CONDITIONS THAT MAY POSSIBLY INFLU- 
ENCE TEMPERATURE AND PULSE. 
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‘medical attention more frequently than hia 
‘the spring or summer months. Various charts 
were kept to determine from different points of 
view the condition and character of the temper- 


‘ature and pulse during the year divided into 


seasons, into months and into periods irrespect- 
ive of seasons. The following table B. attempts 
to give graphically these results. From this it 
will be noticed that, with the exception perhaps 
of high temperature in August and high pulse 
in January and in contrast the low temperature 
in February and March and low pulse in July, 


August and September, no differences are notice- 


Weather. A daily chart showing outside and | 
inside temperature, direction and strength of | 
wind, rain, fog, cloudiness, unsettled conditions 
and fair weather was kept. Comparisons were 
made in an effort to demonstrate any change in 
temperature and in pulse. From this study it was. 
concluded that external temperature had not the 
slightest effect on the temperature and pulse of 
patients. On January 13 and 14 the external 
temperature was 2° above and OF. The lowest 
temperature was 96°, the highest 101°. The low- | 
est pulse was 62 and the highest 114. On June! 
22, 23 and 29, the external temperature was 82°, 
80°, 84°F. The lowest temperature was 97.4°, 
the highest 101.8°. The lowest pulse was 60 and 
the highest 100. These figures were taken at 
random, being highest and lowest on these | 
days, excluding complications. The days have 
likewise not been especially chosen, and are not. 
the extreme of either heat or cold. 

It is unquestionably true that on foggy and 
rainy or excessively warm days there is a more 
or less general depression, considering that the 
patients are then forced to be indoors and are 
given time to reflect on their condition. It is 
more than likely that this factor plays as large 
a part as the weather conditions. 

During the winter months the patients have 
complained of minor ailments and ealled for 


able for months, seasons or patients. 

It is interesting to state here that chills which 
occur in the course of the disease and which have 
a marked effect on the character of the tempera- 
ture and pulse curves, occurred most frequently 
in August, September, October and November. 
and that the feeling of cold was complained of 
most in December, January, March and April. 

Observations on Effect of Exercise, etc. In 
leprosy physical exertion, of whatsoever nature, 
will give rise to an immediate and fairly pro- 
longed reaction in temperature and pulse. This 


‘statement depends largely on the stage and con- 


dition of the disease and patient. The more‘ad- 
vanced the stage and feeble the condition the 
greater the rise of temperature and pulse and 
the longer the duration of the reaction. The 
greater the activity the more variable are the 
temperature and pulse. Case 15 played croquet 
off and on for less than one hour and rested for 
half an hour before temperature and pulse were 
taken. Temperature was 102°, pulse 88. In 
this ease the average temperature and pulse had 
been 99° to 100° and 70 to 80. In the other 
cases the same exercise caused various increases 
of temperature from 1.5° to 2.5° and pulse rate 
from 18 to 30. In most cases the reaction was 
still evident twelve hours after exercise and in 
an advanced ease it was the cause of a severe 


TABLE B. 


SHOWING DURING WHAT MONTHS THE TEMPERATURE AND PULSE IS HIGHEST OR LOWEST TO DETERMINE THE 
EFFECT OF SEASON ON CONDITION OF PATIENTS. 


Months of Months of 

Name. Highest Temp. li west Te Highest Pulse. Lowest Pulse. 
August Jan.-Feb. Feb.. June, Nov.-Dec. July, Aug. 
i. 3. *May. June-July Feb.-Mar. Apr.. May, June, Jan. Oct.. July, Aug. 
'C. No difference November August 
me, Sept.-Oct. April-May Apr.. May, June Aug., Jan.. Nov., Oct 
L. D. *Aug.-Sept. Feb.-Mar. Nov., Aug., Sept.-Oct. June, July, Dee. 
M. G. *Nov., Aug. June-July Mar., May, Jan. Sept., Dec.. July 
S.G. *July, Aug.-Sept. April, June Dec.. Jan.. May July. Sept. 
No difference Jan., May June, April 
M. M. No difference July. Jan., May Noy.. Sept. 
ae *Oct.-Nov.. July Feb.. Dec. Oct., June. Nov. July, Sept., Feb. 
*Dec.-Jan. October May. June. Jan. Nov.. Oct.. July 
Aug., Dec. Mar.. June-July Aug.-July June. April 
a Jan.-June Sept.-Oct. Nov. Apr.. Mar.. Feb. Dec., Oct. 
*Jan.-Feb. June Jan.. October June. Aug. 

Month of highest temperature is given first, 

In case of slight differences more than two months are given. 

— months connected by hyphen show increase in latter part of one month and first part of next 
month. 


* During these months complications or “toxic-febrile’ attack 


occurre 
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indisposition of several days duration. In wash- 
ing both floors and clothes, where a_ certain 
amount of friction is used, patients have shown 
marked local and systemie reactions. In one 
case the average increase of temperature is 1+- 
degrees and pulse 16+ beats, with constant skin 
reaction in the nature of bullae or inflamed 
abrasions. The more constant and graduated 
the exercise the less the reaction. 

Results from Resting. The year of observa- 
tion was divided into alternate periods of six 
weeks of rest for one-half hour before tempera- 
ture and six weeks when patients came directly 
from the various occupations to the dispensary. 
This again was divided into a week period when 
some of the patients stayed in bed for tempera- 
ture and pulse readings, and readings were also 
made when patients were indisposed for longer 
or shorter periods. Two cases are given here as 
an illustration, as typical of all cases (Cases 5 
and 8.) Study of Chart 5 shows during the 
periods of rest a lower and more regular tem- 
perature. ‘‘Morning pulse’’ was present 65% 
of the time. During the exercise periods pulse 
exacerbations were more frequent and the rate 
more variable. In general temperature and 
pulse and respiration are much higher at both 
morning and evening readings.  ‘‘Morning 
pulse’? was present 420% of the time. Case 8 is 
an early ease with infrequent and slight lesions 
and of good physical condition. The results of 
partial rest upon the temperature and _ pulse 


|| ee 


| 


there occurs an immediate departure from the 
typical temperature and pulse curves of leprosy, 
yet different from the reaction seen in a ‘‘toxic- 
febrile’’ attack. The severe prostration, general 
malaise, exhaustion and marked elevation of 
temperature and pulse are out of all proportion 
to the physical findings and the speedy recovery 
which follows. Chart 5, studied in comparison 
with chart 1, and then contrasted with chart 
11 will better describe these changes. A daily 
study of the charts will usually immediately 


curves are similar to those just noted. Chart indicate the occurrence of some impending dis- 
19 illustrates the effect of complete rest upon turbance and is almost always corroborated by 
curves in ease 8. 'the patient in a day or two. In this manner 

Under Abnormal Conditions. Elsewhere it many ‘‘toxic-febrile’’ attacks have been prognos- 
has been stated that temperature and pulse re- | ticated and pus, usually in the extremities, has 
actions occur from the slightest cause. This re-| been demonstrated early in the disorder. As a 
action which is most markedly shown by the result these attacks are shortened, if not aborted. 
sudden rise and pulse rate is dependent largely A comparison of the charts showing ‘‘toxic- 
upon the general health of the patient and the febrile,’’ attacks and reactions due to exercise or 
character of the cause. In secondary infections, excitement will demonstrate the difference in 
diarrhea, influenza, pleuritis and common cold, such curves. See charts 2 and 14. 


GIVING THE PERCENTAGE OF “POSITIVE PULSE” INCREASE AND AVERAGE FROM JULY, 1913, To JULY, 1914. 

Av. for 
Month: July. Aug. Sept. Oct. Nov. Dec. Jan. Feb. Mar. 2 ‘ ° 
Per Cent. % % % % % % % % July. Period. 
414+ 50 414+ 714+ 48+ 60 72+ 50 77+ — £56+ 
I. 68+ 70+ 73+ 864+ 68+ 854+ 83+ 768+ +60 758+ 364+ 70+ 
29+ 388+ 45+ 7344+ 464+ 574+ — om 40+ 
M.C.* 26 32 28+ 184+ 454+ 7454+ 544 384+ 554+ 48 7444 444 544+ 404 
L. D. 27+ 7644+ 7454+ 7144+ 7214+ 7474+ 767+ 7484+ 7654+ 4744 70 80+ 60+ 
M. G. 61+ 864+ 574+ 714+ 574+ 58+ 734+ 764+ 754+ 844+ 7664+ 694+ 80+ 704+ 
7440+ 7414+ 722 t22 42+ 38+ 42+ 344+ 62+ 794+ 73+ 40+ 444+ 
H. 64+ 814+ 98+ 68+ 58+ 714+ 82+ 90+ 78 
M. M. 94+ \SS+ 50 68+ 60 48+ 78+ 74+ 76+ 91+ 764+ 86+ 704 134+ 
72+ 90 37+ 857+ = 72 467+ 754+ 60 66+ 75 70 76+ 90+ 67+ 
88+ 82 750 742+ 614+ 4674+ 7414+ 80+ 82+ 85+ 73+ 18+ 638 
W.Q. 31+ 39+ 394 38+ 48+ 82+ 72+ 50 55+ 654 394+ 744 724 58+ 
A. 66+ 48+ 664+ 664+ 764+ 794+ £92 95 78+ 73+ 86+ 53+ 70+ 744+ 
| oe 15+ 39+ 68+ 40 44+ 69+ 50 28 173+ 160+ 52+ 61+ 704 514+ 


Explanation: °Incomplete months. 


* Question of pulmonary tuberculosis. ¢ Complications. {Only comfortable months. 
Two other patients with uncompleted charts are not included here. 

H.C. Case discharged as arrested. 

W. Q. Patient has shown marked improvement. ' 

L. D., 8S. G., and Y. T., are cases showing severe complications during year. 


| CHART Wo.19. 
| 
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Table D is an attempt to show the reduced 
percentage of the occurrence of the high ‘‘morn- 
ing pulse’’ rate, due to complications. The 
months of the year showing the fewest compli- 
cations, give the greatest percentage of ‘‘morn. 
- pulse,’’ 7. e. March, April, May and June of 
1914. 

Effect of Medical and Surgical Treatment. 
All drugs, especially those used externally in 
leprosy, will have some effect on the patient’s 
temperature and pulse. The general physical 
condition of the patient and the presence of 
ulcers or other lesions determine the initial 
course of the disease and when any specific 
treatment is undertaken, the result is looked for 
on the chart to determine the effect of such 
treatment in conjunction with objective and sub- 
jective symptoms. The daily condition of the 
patient is more largely dependent on the pres- 
ence of pus or secondary infections, as seen in 
‘*toxic-febrile’’ attacks, and any drug which is 
used, such as iodoform ointment, acting directly 
on the uleer and indirectly on the system will, 
if effective, produce a result that is observed 
by fall of temperature and pulse rate and par- 
ticularly, in the character of the curves. This 
study has been without definite results and no 
conclusions can be reached, as many other factors 
are constantly entering into the study of the im- 
mediate reactions by the internal administration 
of drugs, which under the present system cannot 
be controlled. Only by the study of the cases 
during long periods can the efficacy of any 
treatment be obtained. 

General Hygiene. Under this heading there 
has been included bathing, clean clothes, fresh 
air, food and as much as possible, the effect of 
clean surroundings. The result can only be 
summed up in a general statement by saying 
that cleanliness and fresh air are most important 
adjuncts in the treatment of leprosy and suf- 
ficient emphasis can hardly be laid on this ques- 
tion. The reaction observed after baths is not 
consistent, consequently no conclusions are 
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made. Table E is presented here showing the 
loss and gain in weight for the year under ob- 
servation. Explanation of the figures is seen at 
the bottom of the table. 

Effect of Mental States. In all cases there are 
periods of severe depression. Lesions associated 
with pain, disability or loss of appetite, produce 
the greatest proportion of these attacks. The 
temperature and pulse are lower during such 
times, with no other marked characteristic. Ex- 
citement, especially due to anger, produces a 
marked increase of pulse rate. This increase is 
often 40 beats and more above the individual’s 
average rate. The reaction continues for a time 
not less than 48 hours and often for longer 
periods (see chart 2) and not infrequently 
ends in indisposition of varying severity, ac- 
companied by rise of temperature, malaise and 
digestive disturbances. Pain which is sufficient- 
ly severe to need attention, will, without excep- 
tion, give rise to first, an increased pulse rate 
and later to a rise in temperature, the height of 
each being entirely dependent upon the cause 
of the pain. Other conditions have already been 
mentioned which have a depressing effect on the 
patient’s mind. 

The Effect of Age, Sex and Racial Character- 
istics. With the exception of one case it has 
been difficult to arrive at any decision regarding 
the effect of age on the temperature and pulse 
curves during the course of the disease, when 
complications were not present. The exception 
|is in a patient seventy years of age. Both the 
'temperature and pulse rate are in general lower 
‘than the temperature and pulse rate of those 
| patients whose stage and condition are similar to 
| his. The irregularity is more marked and re- 
actions from slight causes more numerous, severe 
and prolonged. In certain periods the temper- 
ature and pulse are below the normal. In this 
ease it has not been possible to determine how 
great an influence his cardiac lesions affected 
the readings. With the women patients it has 
‘been observed that, excluding certain affecting 


TABLE E. 


SHOWING MONTHLY GAIN AND LOSS IN WEIGHT FOR TEN CONSECUTIVE MONTHS, COMPARED WITH WEIGHT IN 
APRIL, 1913, ALSO TOTAL GAIN AND LOSS FOR THE WHOLE PERIOD. 


1913. 1914. 
Name. April. Dec. Jan. Feb. Mar. 
F. B. 142 141% 186% 181% 1832 
i. B. 109 118% 115 114% 112 
m. 1233 122% 121% 125 127 
D. 11614 119 117% 
M. G. 117% 120%, 1238 121 | 
130* 138 140% 140 140 
M. M. 193 195 19614 197% 199 
187%, 147% 133 147 15014 
W. Q. 127 182%, 129% 131% 181 
yy 108% 112 105 107% 110 
126%, 127 1214 128 121% 


* November. 


One patient discharged, gained in weight. 


Total. Total. 
April. May. June. July. Aug. Gain. Loss. 
141% 14614 146% 12914 128% 151% 
“Th” 97% 90% — 
128%, 126% 12514 1211, 2% 
1201%4 122 4122 120 118% 214 
117% 116%, 117 119 1% 
120 117% 115 114% 5 
140 138 13614 151 151144 1% _ 
194% 195 198% 190 188 <— 5 
147 148% 140% 146% 144% 7 — 
117 119%, = 116 118 17% 
128%, 135% 130% 126% 122% — 4 
10414 105% 110 10814 
116% 121 121 114 112% 1414 


Patients in most advanced stages, show greatest loss of weight. 
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agents and temperament, the rate is_ higher, 
reactions are more marked and disturbances 
more frequent. There seems to be a nervous 
factor which may account in part for these re- 
actions. In the case of racial influence, it can be 
said that suggestion and mental treatment are of 
value in the Jewish patients only. These pa- 
tients need constant encouragement. They re- 
act to outside influences in a more marked man- 
ner than the rest. Their habits of living make 
treatment more difficult. In no specific way can 
it be said that these reactions predominate over 
the reactions of leprosy. It cannot be deter- 
mined without longer study of more cases. 


DISCUSSION AND CONCLUSION, 


In normal individuals the temperature and 
heart rate fall and rise together in parallel 
curves. 

The heart’s action is modified by an increase 
in temperature and reacts differently according 
to the toxins produced by the agent causing the 
fever. Variations occur, especially when per- 
ipheral vessels and nerves are involved. ‘This 
is seen in minor febrile troubles when a slight 
rise of temperature is accompanied by a fall in 
pulse rate. 

In exhausting diseases, cancer, anemia, ete., 
increase in the heart rate is believed to be due to 
an intoxication. Researches have demonstrated 
conclusively that the heart is invaded by specific 
organisms and toxins, such as occur in rheu- 
matie fever, typhoid, diphtheria, ete. 

In febrile diseases it is considered that an in. 
crease of 8 to 10 heart beats should equal a rise 
of temperature of one degree and in such dis- 
eases a rise of temperature increases the pulse 
rate and a fall diminishes it, excepting typhoid 
and meningitis. 

It is believed that toxins, produced anywhere 
in the body, may evoke a rise of temperature 
and pulse, together with other symptoms. In 
all infections there is always some general in- 
toxication produced (Pearce & Austin). 

Without a nervous control the vascular system 
fails to meet important conditions of the normal 
cireulation. 

The vasomotor regulation system is therefore 
important. The vaso-constrictor fibres are pres- 
ent in numerous nerve trunks, but especially in 
those distributed to the skin. They arise from 
and are connected with the central nervous 
system, and have sympathetic connection. It is 
well known that, if the peripheral nerve end be 
stimulated, strong constriction of vessels occurs 
with blanching of the part and an increase of 
arterial pressure (Howell). The vasomotor 
nerves regulate the supply of blood, and their 
action constricting the arterioles probably pro- 
duces the eold feeling (McKenzie) so common in 
leprosy. 

6. These ‘‘toxie-febrile’’ attacks are usually 
followed by a severe lesions, most often with lo- 
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cal swelling, pus, pustules, bullae and later ul- 
cers and severe glandular involvement. 

7. Most of the patients have a low hemoglobin 
index—averaging from 35 to 55%—and a leu- 
cocytosis varying between 14 and 17 thousand. 
The urine in almost all cases shows an albumin- 
urla, casts, abundance of cells and acid-fast 
baeilli. 

8. Terminal or secondary infections are most 
often the cause of death. 


I am under obligation to Dr. Lesley H. Spoon- 
er for his kindness in correcting and criticising 
the manuscript and for many valuable sugges- 
tions. I take this opportunity of thanking him. 
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Clinical Department. 


A CASE OF AUTOTRANSPLANTATION OF | 
BONE FOR NASAL DEFORMITY DUE 


TO SYPHILIS.* 


By Louts ARKIN, M.D., Boston, 


Lecturer in Laryngology at Tufts College Medical 


School; Surgeon to Ear, Nose and Throat Depart- 
ment, Mt. Sinai Hospital; Assistant Surgeon 
to Ear Department, Boston Dispensary. 


Rhinoplasty is the name given to the art of 
the surgery of the nose. Rhinoplastic opera- 
tions are performed either to correct defects by 


replacing parts or the whole of the nose, or to'! 


reéstablish functions lost by disease or trauma. 
The substances used in rhinoplastic operations 

are inert materials or living tissue. The inert 

materials used may be metals, wood, rubber or 


paraffin. The living tissues used may be soft liv- | 


ing tissue, such as skin, fat, muscle, periosteum : 
or hard living tissue such as cartilage or bone. 


The methods used are first autotransplanta- | 


tion, that is, the use of tissue from one part to 
the other of the same individual; secondly, 
heterotransplantation, that is, the use of tissue 
from one individual to another; and thirdly, zoo- 
transplantation, that is, the use of tissues from 
lower animals in man. 

This paper is a report of a rhinoplastic opera- 
tion on a patient referred to me by my colleague, 
Dr. William B. Keeler. It was performed for 
the double purpose of restoring the function of 
nasal respiration, and for the correction of a 
nasal deformity for cosmetic reasons. The 
method used was that of autotransplantation of 
bone. 


Family History. Nothing of importance with ref- 
erence to this case. Married several years. No 
children. 

Past History. Denies venereal. Several months 
before coming to see me she had some “discharge” 
from her nose for which she was treated for some 


* Read before the Visiting Staff of the Mt. Sinai Hospital, Febru- 
ary 11, 1915. 
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little time at the Massachusetts General Hospital, 
where she had her blood examined and a report of a 
positive Wassermann was given. 

Present Illness. On her first visit to me on Feb. 
22, 1913, I saw a woman of 29 years of age, married, 
of comparatively small stature, fairly well devel- 
oped and nourished, but somewhat pale, and 
| breathed through her mouth. 

Physical Examination. Hair, color dark, some- 
what coarse. No bald spots present. Temperature. 
98.6. Pulse, 82. Respiration, 1%. Pupils, reacted 
'to light and distance and of equal size. 

Tongue. Protruded straight and in the median 
line. 

Teeth. Good condition. 


Throat. Mucous membrane somewhat reddened, 
no patches, no abnormal discoloration; no mem- 
brane, no ulcerations nor scars present. 

Skin. Dry, not sealy nor discolored. 

Glands. Not generally enlarged. 

Lungs. Both sides of chest moved equally, respi- 
ration and resonance good throughout. 

Heart. Apex in the fifth left interspace inside the 
nipple line, not enlarged on percussion, no abnormal 
' sounds or murmurs heard on auscultation. 

Liver. Edge of liver not palpable below costal 
margin. 

Spleen. Not felt. 

Abdomen. Not distended, no abnormal masses 
felt, no pain nor tenderness. 

Nervous System. toutine examination was 
without positive finding. 

Report of a later examination of her urine while 
at the hospital was practically negative, except for 
an abnormal amount of leucocytes present and the 
slightest possible trace of albumin. 

The general examination was, therefore, negative 
except for the following local condition of her nose: 

Inspection of the front view of the outside of the 
nose showed that the part of the dorsum of the nose 
that extends from the anterior border of the nasal 
| bones to the tip of the nose, presented a depression 


Fic. 1. 


or coneavity (see Fig. 1 and Cast 1). causing the 
broadening of the nose at that place and a corre- 
sponding drooping of the facial expression in the 
same area, giving rise to a decided folding of the 
skin in the labio-facial angle. 

Inspection of the side view of the outer surface 
of the nose showed a concavity of the anterior part, 
as in Fig. 2 and Cast 1. 
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Cast 1. 
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On palpation, the depression was found to begin 
just in front of the anterior border of the nasal 
bones and to extend down to, but not including, the 
tip. Touching the depressed area gave one a sense 
of non-support of the skin over this depression. 
Further palpation of the exterior showed that the 
tip of the nose was well supported by the columella 
and anterior part of the cartilaginous septum was 
intact; also that the eartilages of the alae were 
present, and that both inner and outer crura of the 
lower lateral cartilages were intact, and that the 
nasal bones were present and firm. 

Examination of the nasal fossae or cavities 
showed that the nostrils were patent and of good 
size, but that that part of the septum just behind 
the nostrils, apparently corresponding to the de- 
pression on the outer surface, was bulging on either 
side, so much so, that it occluded both nasal eavi- 
ties, causing her to breathe through the mouth. The 
mucous membrane of the nasal cavities was slightly 
reddened. On touching the swelling with the probe, 
it was found to be soft, not painful nor tender. The 
rest of the nasal cavities could not be made out on 
account of this bulging of the septum, which did not 
shrink with adrenalin. Posterior rhinoscopie exami- 
nation only showed moderate hypertrophy of the 
posterior ends of the inferior turbinates. 
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Diagnosis. From this description, the most likely 
acute conditions present would be abscess of the 
septum, edema of the septum, hematoma and for- 
eign body. It was not a local edema on account of 
the color of the swelling being red, rather than 
white or gray. 

There was no history of accident nor any resist- 
ance on pressure to account for a foreign body or 
hematoma. There was no acute abscess, for she had 
no temperature; there was no pain or tenderness, 
and no pus nor blood obtained after introducing the 
needle of a glass hypodermic syringe. 

As to the chronie conditions that might be pres- 
ent, tuberculosis was ruled out, for there was no 
tuberculous history, and no evidence of tuberculosis 
anywhere on the body. Tuberculosis of the nasal 
septum on the chances would give an ulcerated con- 
dition. If this were a neoplasm, the swelling would 
be hard if it were a fibroma. Sarcoma or carcinoma 
would result in a more or Jess rapid growth and an 
enlargement of the mass in all directions, and would, 
therefore, not give a depression of the nose. The 
symptom of cachexia was not evident. As to syph- 
ilis being the cause of this condition, it was quite 
likely, for syphilis is the frequent cause of such 
deformity, especially in the absence of accidents. 
So on Feb. 24, 1913, blood for a Wassermann test 
was obtained, and the report from Dr. Leary’s Lab- 
oratory came back positive. She, therefore, had 
syphilis, and from her history of pus from her nose, 
several months previous, it seems that she had had a 
broken down gumma of the septum with pus forma- 
tion at that time. 

1 explained to her the need of medicine before 
operation, and on March 3, and also on March 10, 
salvarsan was administered intravenously. 

The next step was to correct the deformity. There 
are so many different varieties of deformities and 
no general rule of procedure for operation to go by, 
that each case is practically a law unto itself. In 
this case, we had two conditions present, the loss of 
nasal breathing, due to the occlusion of the nasal 
cavities by the swelling of the septum, and which, 
from our standpoint was the most important to cor- 
rect; and the depression of the dorsum of the nose, 
which from the standpoint of the patient, was the 
real cause for seeking relief. 

For such a moderate deformity, one would think 
of the use of the subcutaneous injection of paraffin 
to correct it. That method would, perhaps, not be 
out of place if that was all that we desired to do, 
but, the introduction of paraffin, besides the gen- 
eral objections to the use of it, would permanently 
increase the swelling of the septum and still fur- 
ther hinder the reéstablishment of nasal breathing. 
so that paraffin here was positively contraindicated. 

The fact that the tip of the nose was not affected 
and that the nasal bones were intact, it occurred 
that this case was a suitable one for the introduction 
of some solid support, one end to rest right at the 
tip of the nose in the median line between the two 
lower lateral cartilages, and the other end to rest 
against the anterior borders of the nasal bones, 
which place seemed to have some septal support. By 
this method it was thought that not only would the 
cosmetic factor be corrected, but that it would also 
lift up the septal mucous layers and thus re- 
establish the nasal breathing. 

I decided that a piece of the anterior border of 
the tibia was suitable, for the reason that it was 
well suited as to shape and that it was easily acces- 
sible without damage to the patient. 
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On March 20, 1913, patient was ‘the! 
nose and nostrils cleaned, the nostrils packed with 
sterile cotton, and an incision of about 1%4 of an 
inch long made in the median line of the nose, just | 
over the depression. The skin was separated from | 
the underlying structures for a short distance later- | 
ally, and especial care taken to bare the anterior | 
borders of the nasal bones from periosteum, and | 
also to make a good depression for the reception of | 
the anterior end of the transplanted bone. After’ 
this pocket was made, a piece of gauze was covered | 
over the nose, and a piece of the anterior border of | 
the right tibia 5g inch long by % inch wide, with 
its periosteum, was obtained and inserted into the | 
pocket prepared in the nose after shaping the piece | 
of bone for its new position. The transplanted bone | 
seemed to give the nose a perfect contour, so the | 
nasal wound was sewed up subcutaneously with | 
horse hair. A small dressing kept in place with 
strips of adhesive plaster was put on. The leg 
wound was sewed up with five interrupted sutures 
and dressed. The patient made a good ether recov- 
ery. The patient left the hospital on March 28, nine 
days after admission. She made an uneventful re- 
covery. Both wounds healed by first intention. 
While in the hospital, she received daily inunctions 
of ungentum hydrargrum. On the fourth day the 

nasal suture was removed and the parts kept in 

place by adhesive plaster strips. On March 30, two. 
days after leaving the hospital, and ten days after 
the operation, the leg sutures were removed. On 
March 27, while in the hospital I referred the pa- 
tient for a third injection of salvarsan. 

On Apr. 3, she went home, down Maine, perfectly 
satisfied with the cosmetic results, and she breathed 
through her nose. 

She reported again May 23, about nine weeks 
after the operation. The condition was perfect. 
The patient was delighted with the looks of her 
nose, and nasal breathing was excellent. The swell- 
ing of the septum was not apparent. The picture 
(Fig. 3) was sent to me and Cast No. 2 was taken 
the next day. 


The operation reéstablished nasal breathing by | 
lifting up the ballooned-out septal mucous mem- 
brane and also corrected the nasal deformity. 

I did not make my nasal incision intranasally for | 
fear of infection from the nose itself, which would 
be likely to occur more especially on account of the | 
lowering of resistance by the syphilitic process 


might have made my incision on the columella of ‘es | ered by Prof. Euge 
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Cast 2. 


nose where it would not be likely to be seen, but the 
present wound, about nine weeks after the operation 


| was not conspicuous and could not be seen except on 


close observation. 

She was transferred to her local doctor in her 
own state with instructions to keep up the anti- 
syphilitic treatment, and his last report, Jan. 18, 
1915, about twenty-two months after the operation, 
was that he had given her two doses of neosalvarsan 
since the operation, but that the end result of the 
operation was “extra fine,” as he expressed it. 


I report this case for the following two 
reasons: First, the importance of selecting the 
proper surgical procedure in each case; and 
secondly, the difficulty of making a diagnosis 
even after a thorough physical examination. 


MYXEDEMA SIMULATING NEPHRITIS 


3y Wma. Duncan REID, M.D... NEWTON, MASS. 


THE surprising fact that this case was incor- 
rectly diagnosed over a period of years, first by 
a homeopathic teacher of medicine and later by 


three general practitioners, one of whom was a 
| homeopath, and by a nose and throat specialist, 


all of Boston or Greater Boston, is to us good 
evidence that a report of this case may be of 


| suggestive value to some other practitioners. 


The writer frankly confesses that he only made 
the correct diagnosis as a result of reading the 
[Special lecture on ‘Thyroid Deficiency”’ deliv- 
ne Hertoghe, of Antwerp, 
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Belgium, at the New York Polyclinic Medical | 
School and Hospital, April 14, 1914. This was | 
publisked in the Medical Record, Sept. 19, 1914. | 
Iiertoghe’s graphic description of his first case. 
of falling into the error of diagnosing it as_ 
chronie nephritis, as the physicians preceding | 
him had done, and of finally diagnosing myx- | 
edema and curing the patient, almost describes 
our patient. The unusual number of impressive 
photographs of patients at different stages of 
the disease and Hertoghe’s admirable exposition 
of thyroid deficiency, put his paper in a class 
such that to our mind all should read it. An 
abbreviated history of our case is as follows :— 


Mrs. G. O. 69 years. Aug. 6, 1913. Called to see pa- 
tient for treatment of pain in lower back. Knew that 
patient was on nephritie diet and had had chronie 
nephritis for years, and saw no reason to doubt 
this. Urine, 2 quarts, clear. slightly acid, 1914, 
albumen, slight possible trace; sugar, 0. 

Sediment, no easts or blood. 

Sept. 6, 1913. Patient as before save for in- 
ereased weakness. Pulse soft. heart sounds faint. 
some rales at base of lungs. Prescribed moderate 
stimulation and improvement was reported by 
phone. Both times gave unfavorable prognosis. On 
reading THertoghe’s paper we at once realized the 
correct diagnosis and asked permission to see the 
patient who, although practically bedridden, had 
not required a physician’s services for over a year. 

Nov. 7, 1914. History (from sister by persistent 
questioning). 

Family History. Sister had thyroid trouble with 
generalized swelling at 65, and now takes thyroid 
medieation regularly. Mother died at 79, preceded 
by 5 years of inanition. No children, no miscar- 
riages. 

Previous History. Good health first 4 decades of 
life. Denies rheumatism. Catamenia not thought 
to have been abnormal. Menopause at 45. About 
20 years ago gradual appearance of “terrible sick 
turns” with nausea. Present condition believed to 
have begun gradually 10 years ago, when physician, 
a medical specialist, said she had chronic nephritis 
and should go to a sanitarium for treatment by 
diet, ete. Did not accept this advice, but remained 
under this physician’s care for one year. In the 
past six to eight years each physician who has seen 
patient has warned family of impending uremia. 
Specimen examined June, 1914, at the Boston City 
Hospital Laboratory is said to have had very little 
albumen and no renal elements microscopically. 
Disagreeable hemorrhage a few years ago following 
extraction of a tooth. Up until 15 years ago patient 
was proud of a fine head of hair. 

Present Illness. A continuation of the above 
with practical confinement to bed past five years. 
Weak, heavy, swollen, deaf, eyesight poor, always 
cold, never perspires, eats fairly well, dull. Never 
has headache. Much lumbar pain of moderate in- 
tensity. Complains of difficulty in swallowing, and 
of being “so stupid.” 

Physical Examination. Lying propped up on pil- 
lows. Much bloated. Hears with difficulty, replies 
sluggishly and dropped asleep several times during 
examination. Voice has a surprisingly thick, coarse 
and husky tone. Marked alopecia extending to 
parietal and occipital regions, partly concealed by 


manner of arranging hair. Eyebrows thin. Cir- 
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Mrs, G. O., Nov. 14, 1914. 

cular area about 2 inches in diameter of pinkish 
flush over each cheek bone. Extreme puffing above 
and below eyes, which with marked chemosis of left 
conjunctiva almost closes that eye. Lips very thick, 
tongue swollen, teeth absent save for few necrotic 
snags, gums thickened, and all buccal mucous mem- 
branes present thickened and grayish appearance. 

Neck, very thick, no palpable glands. Chest cov- 
ered with thick pads of tissue, obscuring landmarks. 
Lungs appear normal save for few rales at bases. 
Heart, area not enlarged, apex in nipple line. Im- 
pulse not felt. Sounds faint, no murmurs. Pulses, 
equal, very soft, regular, rate 80. Lower back and 
legs pit slightly on prolonged pressure. Reflexes 
norms:. Skin very dry, thick and sealing in many 
places. Nails rough and lined. 

Blood pressure, systolic 140, diastolie 85. 

Urine, normal, cloudy, acid, 1017, no albumen, no 
sugar. Sediment, squamous cells and detritus. Few 
small hyalin and granular casts seen. Repeated ex- 
aminations later failed to show but a small trace of 
albumen with moderate number of hyalin and gran- 
ular casts. No fat or blood seen at any time. No 
acetone or diacetic acid. 

Hemoglobin 60%. 

Treatment. Compressed tablets of thyroid gland 
dessicated (Parke, Davis and Company), gr. 1 t.i.d., 
controlling dose by daily weighing of patient. 

Subsequent History. Within one week the change 
was theatrical. Great diminution of edema with en- 
tire change of appearance of face. Patient became 
lively and happy, speaking intelligently and in a 
rather musical and soft voice. Hearing greatiy 
improved. At end of second week patient heard 
church bells ringing, the first time for 5 years. 
Skin desquamated freely and gradually took on a 
nearly normal appearance. All this was accom- 
panied by some nervousness, itching, pain in the 
limbs, elevation of pulse rate to 105, and at first 
profuse diuresis. Weight (not obtainable at first) 
was 139.5 Ibs. on Nov. 19, although it was obvious 
that a marked drop in weight had occurred since the 
starting of the thyroid therapy. Weight rose slowly 
to 144 lbs. about Nov. 28, perhaps due to our letting 
up a little on the amount of thyroid administered. 

About Dec. 1, 1914 broncho-pneumonia set in. 
All other improvements in patient had increased in 
amount. 

Dec. 5, seen in consultation by Dr. Edward N. 
Libby, of Boston, who absolutely confirmed the 
diagnosis of myxedema with broncho-pneumonia as 
a complication. 

Ophthalmoscopic examination (by Dr. Libby) 
showed normal fundi save for slight blurring of 
the edges of the optie disks. 
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Dec. 7, 1914. Death from broncho-pneumonia. 


Remarks. This case in its final state resem- 
bled chronic nephritis mostly by the general as- 
pect of marked edema and the small trace of al- 
bumen often present. Among the strong points 
aiding in the correct diagnosis were, the absence 
of hypertrophy of the heart, increased blood 
pressure, casts with fat, blood or cells on them, 
or nephritie changes in the fundi. The trophie 
changes in hair, teeth, skin and nails, general- 
ized edema, with but slight pitting, erythe- 
matous patches on the cheeks, hebetude, deaf- 
ness, changed voice, chilliness, absence of perspi- 
ration—all are consistent with diagnosis of 
myxedema. 

The history of severe hemorrhage after ex- 
traction of a tooth is suggestive of thyroid de- 
ficiency. 

The long duration of a condition in which 
several different physicians warned of impend- 
ing uremic convulsions without even the occur- 
rence of a headache in the patient, pointed to a 
possible error in diagnosis. 

The family history is of significance, and we 
find by reading various papers by Hertoghe and 
others that the digestive attacks may have been 
connected with disturbance of the thyroid gland. 

The result of the thyroid therapy was conclu- 
sive. We believe the broncho-pneumonia to 
have been merely an unfortunate coincidence. 

Personally knowing the high calibre of the 
men who erred in diagnosing this case we believe 
that there are other cases of this type which can 
be recognized if those in charge will again con- 
sider their patients, with myxedema as a possible 
diagnosis. 


Reports of Societies 


FALL MEETING OF THE NEW ENGLAND 
BRANCH OF THE AMERICAN UROLOG- 
ICAL ASSOCIATION. 


HeLp at THE Harvarp Cius, Boston, Nov. 30, 1914. 


President, A. L. Cuutre, M.D., Boston. 
Secretary, R. F. O’Nem, M.D., Boston. 


Presentation of patients, specimens, instruments. 
and the reports of cases. 


RUSTLESS SOUNDS. 


Dr. O. R. T. L’Esrerance, Boston: About two 
years ago I tried to get some rustless sounds, and 
wrote to different manufacturers in the United 
States. Mr. Bard took upon himself the trouble of 
writing abroad to some of the foreign houses, but we 
did not get any encouragement. They did not seem 
to know of any metal that could be used. 

Finally, here in Boston, I happened to find a die- 
maker who said that he thought he had the metal 
that would do, and he submitted a sample of a 
sound. I tested it by leaving it in the sterilizer 


twelve days, boiling anywhere from six to nine hours 
a day, and it showed no signs of rust or wear and 
tear. I immediately gave him an order to make up 
a set of sounds. 

They differ slightly in shape from the ordinary 
sound. The dilatation is between two points only, 
and the end is a little more tapered than the average 
sound, allowing more gradual dilatation. The old 
sounds are very blunt, and sometimes you have 
trouble in getting them started. As the meatus is 
the smallest part of the canal, the patient often 
complains of stretching at that point. The shaft of 
this sound is well graduated toward the handle so 
that there is no discomfort from prolonged dilata- 
tion. The feeling of the metal is very smooth and 
velvety. It does not lose this quality, and as it is 
not plated, rough places will not form. 

In regard to the cost of this sound, the man said 
they could be made up for a dollar apiece, so that 
when you were paying eighty cents for the old 
sounds originally, and then paying extra to have 
them re-plated, it would really be economy in the 
end to have these. 

The metal is nickel steel. Its melting point is 
about 1360° C., which ought to stand the average 
boiling. 


SPECIMEN OF PYONEPIHROSIS IN INFANTILE(?) KIDNEY. 


Dr. Horace Brxxety, Boston: This patient was a 
young man about thirty years of age, whose past his- 
tory was that ten years ago he came to the hospital 
with some urinary symptoms, frequeney and slight 
pain, which promptly yielded to treatment in the 
out-patient department. His history subsequent to 
that time was negative. 

Three months ago he began to feel mean, as he 
expressed it, lost weight and had a recurrence of his 
former symptoms, frequency and pain. He was ex- 
amined in the out-patient department, and cystos- 
copy by the man on duty there, performed, who 
found an inflamed condition about the right ureteral 
orifice. Catheterization showed pus coming from 
the right kidney. Urine from the left kidney was 
normal, and the combined renal function was nor- 
mal by the “red” test. From the fact that he had 
lost weight and had had night sweats, besides the 
urinary symptoms, we thought it was probably tu- 
berculosis. The man was pretty uncomfortable, and 
we decided to operate. I started to take out what I 
supposed would be his tubereular right kidney. In 
getting down to the kidney region, I found a good 
many adhesions to the peri-renal fat, and blunt dis- 
section failed to reveal any kidney. I got up to 
the liver before I discovered that there was not any 
kidney there. I then went lower, dissected out the 
ureter and followed that up into an indefinite, soft 
mass of what seemed at first to be fat, and shortly I 
made out a perfectly soft flabby renal pelvis, with no 
kidney, which it was not difficult to remove. 

The specimen has been split on the median side, 
so that you are looking towards what there was of a 
renal cortex. There appears to be a slight degree of 
pyonephrosis. 

Dr. Mallory examined a small bit of the cortex 
and found a few tubules. His first impression was 
that it was the result of early pyonephrosis of a 
normal kidney. I asked him if it could not be an 
infantile kidney, and he is not prepared to say it is 
not. 

These things are apparently pretty rare. I have 
not looked over the literature at all thoroughly, but I 
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Fic. 3.—Congenital Aplasia of the Kidney. 
Renal pelvis laid open exposing pelvic aspect 
of dilated calyces. Probe in ureter. 


did find an article by Braasch, who had seen seven, 
only one of which was diagnosed clinically. He 
says it is almost impossible to diagnose them, but 
he does not state how the diagnosis was made. Of 
course, catheterization of the ureters may give light. 

But, practically, a catheter cannot always be kept 
in long enough to make sure that we get a suffi- 
cient quantity. I do not know how one can be sure 
of making the diagnosis, particularly when the 
urine contains pus, suggesting that the low func- 
tion is the result of renal destruction. 


DISCUSSION, 


Dr. H. Carnot, Boston: Apropos of the sounds 
presented by Dr. L’Esperance, it seems to me that 
they would be particularly valuable for hospital 
work. We all know that in hospital work sounds get 
into shocking condition, and often do more harm 
than good. At the hospital we have three sets, and 
with at least one of them constantly being fixed, 
vou never have a decent sound in the place. If there 
is such a thing as a rustless sound, I have no doubt 
the hospitals would be glad to know about it. 

T am interested in Dr. Binney’s case. Dr. Ger- 
aughty raised that question, and pointed out that 
the diagnosis could be made on an infantile kidney 
by systematie tests of function and disproportion 
between the kidneys. We have had one ease of a 
patient in the medical wards, and there was dispro- 
portion between the kidneys.—a small though nor- 
mal kidney on one side, and a large normal kidney 
on the other. There was some chronic nephritis on 
both sides. The patient died of chronic arterio- 
sclerosis. Almost all the work was being done by 
one kidney, though the time of function was equal 
and symmetrical. These kidneys are normal except 
that they are small. They will do everything except 
a normal amount of work. They will start function 
on time. 
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SPECIMENS OF CALCIC OXALATE CALCULI. 


Dr. Georce A. Matteson, Providence: I have to 
| show 10 “jackstone” caleuli removed from the blad- 
‘der in a ease of prostatic hypertrophy. They were 
lying free in the bladder and were easily removed 
at the preliminary cystostomy. Stones of this form 
are said to consist of pure oxalate of lime. They 
are well pictured in the frontispiece of Kelly and 
| Burnam’s book. Every gradation of their develop- 
ment is shown in my specimen, from the smooth 
sphere to the many-branched coral-like forms. 


DISCUSSION. 


Dr. J. B. Buake, Boston: This sound reminds 

me of a set which were in use in Vienna twenty- 
five years ago when I was there. They had in com- 
mon this taper in the bend, but differing from these 
the Vienna sounds were at least two inches longer, 
and correspondingly heavy. They were so long that 
with a little care they would almost fall into the 
| bladder without having to be pushed in, which is a 
considerable advantage. 
_ I should prefer them if the curve was a little less 
| sharp and a little more flattened at the point. I 
_should think it would hardly be necessary to make 
them quite so tapering toward the handle. 

In regard to the stones which Dr. Matteson 
showed, I had a similar case of five stones, thicker 
and a little larger than these, but the same unusual 
shape. 


SPECIMEN OF URETERAL CALCULUS. 


Dr. R. F. O’New, Boston:: This caleulus was 
passed by a patient whom I saw a short time ago. 
You see it is over 1% inch long, 14 inch thick, and 
very rough. Some months previously he had had 
symptoms referable to the right upper quadrant of 
the abdomen and was thought to have gall-stones. 
X-ray at that time failed to show the calculus. 
‘There was nothing in particular to point to the 
kidney. Later he had a typical attack of renal colic 
with hematuria and I was asked to cystoscope him. 
On doing so, I found this calculus protruding part 
way from the very edematous right ureter. I tried 
to dislodge it with a ureter catheter, but succeeded 
only in pushing it back. I then injected oil into 
the ureter, thinking he would probably pass the 
stone, which he did, but he had considerable diffi- 


culty in passing it through the urethra. 


BILATERAL URETEROSTOMY FOR PALLIATION 
OF TUMOR OF THE BLADDER. 


Dr. R. F. O’Net: These are photographs of a 
patient upon whom I performed a bilateral ureter- 
ostomy about 5 weeks ago. He is a man of 60 with 
the following history: He first came to the Hos- 
pital about 2% years ago with an acute retention 
due to clots. The bladder was half way to the 
umbilicus, and clots and fresh blood oozed from the 
meatus. A cystoscopy was done, but beyond the 
fact that there was a growth near the base, nothing 
more could be made out because of bleeding. He 
was sent into the House and Dr. George G. Smith 
did an immediate suprapubic cystotomy under spi- 
nal anesthesia (the patient’s condition was poor, he 
having a bronchitis and rapid pulse), and removed 
a papilloma about the size of a small walnut near 
the right ureteric orifice. It had a small pedicle 
and part of the bladder wall was resected as well. 
The patient made a good operative recovery and 
left the Hospital in two weeks. 


IN A CASE 
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He failed to return for observation as directed 
and was not seen again for about six months, when 
he came in because of a return of the hematuria. 
Cystoscopy at that time showed a recurrence at 
site of original growth and other smaller tumors at 
different points. He was treated by high frequency 
applications, at first with apparent success, but he 
was irregular in his attendance and cystoscopy be- 
came more difficult. The character of the large 
growth had changed to a broad based tumor, in- 
volving the right ureter, and he was having pain 
and tenderness in the right kidney region. His 
urinary symptoms were distressing. It was evident 
that no partial resection of the bladder was pos- 
sible, so he was sent in for this preliminary side- 
tracking operation, to be followed by total cystec- 
tomy with hopes of obtaining a radical cure. At 
the time of the ureterostomy, however, I was able to 
palpate the pelvis and found a chain of glands 
along the sacrum and extending up the right side 
of the spine, which has precluded any attempt at 
complete cure by further operation. 

The usual oblique skin incision was made just 
inside the crest of the ilium, and by means of a 
muscle splitting operation, the: ureters were picked 
up extra-peritoneally at the brim of the pelvis, freed 
down towards the bladder, cut and then freed to the 
kidney. The ends were brought out by means of a 
clamp through a stab wound in the back, at a spot 
on the skin which had been previously marked as 
the best place to apply some form of apparatus. 
Care was taken that the curve of the ureter should 
be gradual and free from kinks, the ends of the 
ureters were not sutured to the skin, but left pro- 
truding about an inch and a half. (See cuts Nos. 1 


Fic. 1.—Bilateral Ureterostomy. 


Two weeks after operation. Lateral views. Note protrusion 
of ureter. 


Fic. 2.—Bilateral Ureterostomy. 
Two weeks after operation. Back view. Note protrusion 
of ureters. 
and 2.) The right ureter was distinctly thickened 
and peristalsis was active. The ureters function 
normally and a jet is thrown several inches. He 
has been kept perfectly dry by means of an impro- 
vised apparatus made of soft rubber ring pessaries 
and glass tubes kept on with plaster straps and lead- 
ing to a small bottle on each side. A permanent 
apparatus is being made, consisting of two cups 


which connect with a receptacle in front. (See cut 
4.) There is no irritation of the skin and so far no 
renal infection.* 


Fic. 3.—Bilateral Ureterostomy. 


Six weeks after operation. Ureters have been trimmed off close 
to the skin. 


Fic. 4.—Bilateral Ureterostomy. 
Permanent drainage apparatus. 


* Since reporting this case, it is of interest to add that infection 
of the cut end of the right ureter took place following the slight 
operation of shortening the stump and the patient developed a 
typical attack of pyelitis with temperature, due to colon bacillus. 
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The ureters became somewhat edematous, but 
sloughed only a little. As they have probably re- 
tracted all they are going to, they were cut off close 
to the skin this morning, as they were too long to 
admit of an apparatus being applied. (See cut 3.) 

As has been said, the complete procedure can- 
not be carried out in this case. But as a palliative 
procedure, I consider it a success. The man is en- 
tirely relieved of his symptoms, is kept dry and will 
shortly go home when his apparatus is ready.* 


DISCUSSION. 


Dr. H. Casot, Boston: I think the point of this 
operation, at least the point so far as I am con- 
cerned, is that the operation done in this way en- 
ables you to make your patients comfortable. In 
the past I have not believed that the patients were 
essentially more comfortable than they would be 
with a cystostomy. The point of difference is that 
in the first place we bring the ureters out in the 
back at a point where an ordinary glass tumbler 
will fit between the crest of the ilium and the ribs. 
Mark the outline of it. Bring your ureter out 
in the center of that circle, pull it out and leave it 
dangling in the air so that it can adjust itself 
where it wants to. Do not cut it off at all. The 
result is that you have a projection here to fit your 
apparatus over. The difficulty with the previous 
methods I have used is that, instead of having a 
projection over which to fit apparatus, you have a 
hole. It is the simplest thing in the world to fit 
an apparatus over a ureter brought out in this way. 

We have now another patient operated on some 
six months ago, a woman with cancer of bladder 
secondary to cancer of uterus. She has no trouble, 
has gained weight and keeps perfectly dry. 

This will go a long way to make me use this 
method as against nephrostomy, which I have 
found more difficult and carrying a greater mortal- 
ity. 

Dr. Guy L. Hunner of Baltimore read a paper 
entitled, 

A RARE TYPE OF BLADDER ULCER IN WOMEN. REPORT OF 
CASES.” 

Dr. A. H. Crossie of Boston read a paper enti- 
tled, 

EPIDIDYMOTOMY FOR ACUTE EPIDIDYMITIS AS AN 
PATIENT PROCEDURE.” 


OUT- 


DISCUSSION OF DR. HUNNER’S PAPER. 


Dr. A. L. Cuute. Boston: Dr. Hunner’s cases of 
ulcer of the bladder seem to be confined to women. 
Perhaps that is because Dr. Hunner confines his 
practice entirely to women. I have seen recently a 
man who has three ulcerated spots on the posterior 
bladder wall, that are like the conditions Dr. Hun- 


* Feb. 17, 1915. The patient left the hospital shortly after the 
above report and returned to the out-patient for observation. He 
said he was greatly tortured by passing thick material from his 
bladder and brought in a bottle containing several ounces of thick 
bloody foul fluid. This condition, a secretion from the growth, 
became worse and he was readmitted, some days passing 6 or 8 
ounces of fluid. Because of this I did a suprapubic cystotomy 
under spinal anesthesia and with the curette and cautery removed 
as much as I could of several large growths. This operation gave 
relief, the suprapubic fistula remains but gives: no trouble. Fol- 
lowing this he complained of pain becoming more severe in the 
right sacral regions. We thought this was probably due to exten- 
sion of the growth; finally a tender spot developed about the mid- 
dle of the right border of the sacrum. There was no temperature 
but it was thought he might have an abscess, the area was as- 
pirated but nothing obtained. An abscess, however, did later de- 
velop at that point, and was opened. I think it undoubtedly came 
from infection and extension of the growth outside the bladder. 
The ureterostomies are still working well. 


1§8ee page 660. 2See page 664. 


ner describes, but more intense. I have been un- 
able to find an etiology for this condition and have 
been treating him for a short time with applications 
of the high frequency current, without, as yet, any 
particular change. 

Dr. H. Casor, Boston: I find myself handi- 
capped by the fact that I do not feel as if I knew 
anything about it. 

It is fair to say that I have seen a group of cases 
which may well prove to belong to this class, in 
which the symptoms are very much those which Dr. 
Hunner describes, and I have not found lesions 
which seem to account for these. I have not been 
sharp-sighted enough. I have been looking for 
more gross lesions, and I have not seen them. I 
shall be interested to look for this lesion because 
there is a group of irritable bladders which most of 
us have regarded as not clearly organic. 

The very slight changes in the urine I have been 
inclined to attribute to the urethra. As far as I 
am concerned, this opens up a very interesting field 
for looking over cases which I have previously over- 
looked. 

Dr. H. C. Pirts: I should like to speak about a 
patient of mine who has given me a varied experi- 
ence for a number of years. 

She was referred to me some eight years ago with 
a history of very persistent bladder symptoms, ex- 
tending over a period of fifteen years. At one time 
she had had an opening made in the bladder, and left 
open for four months without benefit. 

I cystoscoped her and found one of those angular 
ulcers at the right vertex. I treated her for several 
years with silver nitrate and bichloride instilla- 
tions, and with over-distention, but made no direct 
applications at that time. She finally consented to 
operation. 

With the bladder open, I found it extremely diffi- 
cult to locate the ulcer. I excised what I supposed 
was the ulcer, but probably did not excise enough of 
the bladder wall, because she had a return of symp- 
toms soon after leaving the hospital, and the cystos- 
cope showed a return of the ulceration in about 
the same location. 

I treated her after that, at first with direct appli- 
cations of strong silver nitrate solution and later 
with fused silver nitrate on a silver probe. At the 
present time the ulcer is healed, and her old symp- 
toms are gone. She does have some frequency, 
which I think is due to a contracted bladder. When 
I treated her before with over-distention, the only 
result I got was hemorrhage and an increase in 
symptoms, but lately when I have distended the 
bladder, there has been no hemorrhage, but a decided 
lessening of the frequency. Frequency is the only 
thing she complains of at the present time. 


Dr. J. H. Cunnincuam, Jr., Boston: I have lis- 
tened to this paper with much interest and feel that 
we may owe much to Dr. Hunner, for presenting to 
us a subject which, so far as I know, is an entirely 
new interpretation of a lesion which we occasion- 
ally observe in the bladder. 

_I have been very much disturbed by having pa- 
tients come with the symptoms which Dr. Hunner 
describes, and I feel sure that I have observed, at 
times, the sort of lesions that he pictures, but I have 
never attached the importance to them that Dr. 
Hunner does, and yet I have seldom found other 
lesions to account for the symptoms. 

The psychology of the nervous woman is some- 
thing that has always disturbed me much, and I 
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have been inclined to pass these small lesions by 
when I have found them and attributed the symp- 
toms to some other disturbance not determined. |! 
There is no question that these women are suffer- | 
ing (the cases I have seen have been women), and 
I have seldom been able to do anything for them. 

On a few occasions, I have found the condition | 
described associated with a caruncle. By removing 
the caruncle these patients received much benefit, 
yet the symptoms sometimes recurred, and it may 
be that the rather extensive operation which Dr. 
Hunner advises is the correct procedure. I shall be: 
much interested to learn Dr. Hunner’s view after 
longer experience with this condition and the op- 
eration that he advises. 

I would like to know what the histology and the 
bacteriology of these ulcers may be, if it has been 
worked up. 

Dr. Frank A. Pemperton, Boston: I have one 
patient similar to those Dr. Hunner describes. I 
have taken cultures of her urine three times and 
found no growth. I cauterized the area a year ago 
with silver nitrate; she was much better for a 
month, and then her symptoms returned. She has 
had all kinds of local treatment and is no better. 

Dr. G. O. Ciark, Boston: I have nothing to add, 
but I should like to ask Dr. Hunner whether these | 
lesions are seen as easily with the Nitze cystoscope 
as with Dr. Kelly’s method. 

I am also very much interested in the histology 
of the ulcer, and should like very much to see it 
microscopically. 

Dr. G. G. Situ, Boston: I have seen two or 
three women with symptoms such as Dr. Hunner 
has described, one of whom I was unable to help, 
and another whom I did help a great deal by dila- 
tation of the urethra. She seemed to be very sim- 
ilar to some of the cases of Dr. Hunner. She had a 
little pus and blood in the urine and at first a few 
cocci and bacilli in the urine. These disappeared, 
and her symptoms were entirely relieved. 

Closed by Dr. Hunner: Dr. Chute spoke of the 
high frequency treatment. Thus far I have treated 
only two cases in this manner, and each case had 
excessive pain afterwards and refused to have an- 
other treatment. As I stated, my last case is still 
being treated by applications of ten per cent. silver 
nitrate and is being kept fairly comfortable. I 
have intended trying the applications of the silver 
nitrate stick, or direct cauterization with the elec- 
tric wire. It would seem that if anything will take 
the place of excision for these cases it will be some 
such radical measure that will get deep enough to 
clean up the floor of the ulcer. 

Dr. Cabot thinks that he may have seen one or. 
two of these cases and overlooked them because of 
the slight mucosa changes. This is one character- 
istic of these cases. The white scar tissue is as 
likely to attract your attention as is the slight con- 
gestion area. If you are in doubt touch them with 
an instrument over the congested area and see if 
they do not ooze. 

I have been pleased in reading Dr. Tenney’s pa- 
per on “Cystitis—An Incomplete Diagnosis,” and 
believe that we are dealing with a class of cases 
which will take another fairly large group out of 
that limbo of our ignorance, the so-called “irritable 
bladder.” 

Dr. Cabot says that he found slight changes in the} 
urine, which he attributed to urethritis. In men. 
you have to differentiate with your multiple glass 
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test. In women the presence of any leucocytes or 
red blood cells in a catheterized specimen of urine 
indicates that you should find out what they are 
due to because they are never present in normal 
urine. You might get a few red blood corpuscles 
from injury from the catheter if the patient hap- 
pens to have a lesion in the sphincter urethrae. 

I am glad that Dr. Pitts mentioned his case 
treated with four months of vesicovaginal fistula. 
From the fact that she failed to get well with this 
long drainage I should say that she probably be- 
longs in this class of cases. My experience in treat- 
ing badly infected cases with multiple ulcers, cov- 
ered with incrustations, by making a drainage fis- 


| tula and instituting irrigations has been a happy 


one. One exceptional case had the fistula about 
three years before healing, but I think eleven weeks 
was the longest any of the other cases required; you 
will see by reference to Case 5 that she had the 
fistula six months, with relief only as long as the 
fistula was open, just as in Dr. Pitts’ case. If a 
woman were given the choice between a fistula, with 
its disagreeable consequences for four to six months 
and the two operations of making and closing the 


| fistula, she would probably choose the slightly more 
/extensive operation of excision with prospects of 


being well in a month. 

Dr. Cabot has just asked me whether there are 
extensive blood vessel changes in the microscopic 
specimens. There is a considerable increase in ves- 
sels in some of the ulcer areas and an increase in 
the number and size of the vessels in the mucosa 
immediately surrounding the ulcer. The vascular 
changes are not excessive and the microscopic pic- 
ture corresponds with what one would expect from 
the comparatively slight changes in the cystoscopic 
picture. 

Dr. Cunningham has rightly said that the psy- 
chology of the nervous woman puzzles us all, but it 
is one of the most real things I have seen in sur- 
gery to see the change in the patient’s expression 
after these operations. One patient said she had 
not realized what a general nervous tension she 
had been on for years and she was afraid to 
leave the city after leaving the hospital. dreading 
that her bladder trouble might return. Dr. Cun- 
ningham asks about the bacteriology. As I stated. 
if I found bacteria in the urine of any similar cases. 
I would not place them in this class but would con- 
sider them as belonging to the ordinary infectious 
type of bladder ulceration. 

Dr. Clark asks about the comparative value of the 
Nitze and Kelly methods of cystoscopy. I have 
discussed this point rather fully in the text, giving 
my reasons for preferring the Kelly method in these 
eases which show comparatively slight mucous 
membrane changes. 


DISCUSSION OF DR. CROSBIE’S PAPER. 


_Dr. J. H. Cunnincuam, Jr., Boston: Dr. Cros- 
bie’s paper interests me very much as I have been 
doing and advocating this operation since 1906. 
during which time I have done well over 100 cases. 
I cannot understand why this operation of drain- 
age of an infected epididymis does not appeal 
more generally to surgeons. Apparently it does not. 
but I think that it should, as it is simply applying 


the principles of drainage to an acutely infected 


structure with the same beneficial results here as in 
other structures elsewhere in the body. 
In some cases T have taken small pieces of the 
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diseased epididymis for pathological study. 
early stages of the disease the ducts are distended 
with polymorphonuclear leucocytes, and among 
them are also phagocytie endothelial leucocytes. In 
places the lining epithelium is destroyed and the 


exudation is continuous with an extensive infiltra- | 
tion of the connective tissue spaces about the tu-| 


bules. 

In places the tissue has been destroyed and dis- 
solved so that small abscesses exist. At the periph- 
ery of the acute process there is some infiltration 
with lymphocytes and some fibro-blasts. Within 
some of the leucocytes are flattened diplococci, 
which are Gram negative. 

In the later stages of the disease the intertubular 
connective tissue is much increased and contains 
leucocytes and gonococci, both intra- and extra- 
cellular. Such a pathology should argue for drain- 
age. We are all sure that recurrences of epididy- 
mitis are not uncommon and I have found the gono- 
coceus in the epididymis eight years after the infec- 
tion. 


In regard to certain observations associated with | 


the operation. In practically all the cases that the 
material from the punctured epididymis had been 
examined, eighty per cent. show growth of no other 
organism than the gonococci and in the remaining 
twenty per cent., pus without the organism. The 
urethral discharge, as a rule while it returns, is not 
so severe, and we believe that in some cases the 
disease in the other organs has been shortened by 
the operation. Of course the vesicles and prostate 
still retain the product of inflammation and must 
be treated. The operation is simply an operation 
on the epididymis and the prostate and vesicles 
must be treated afterwards. I have employed the 
Belfield operation together with epididymotomy in 
four cases, and they did not do any better than 
when epididymotomy was employed alone. 

The subject of sterility has come up. I have had 
eight bilateral cases, six of which showed sper- 
matozoa following the operation. 
a tuberculous plus a gonorrheal process on one side. 
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One case showed | 


There are no reliable statistics on the subject of. 
sterility following bilateral epididymitis, but the. 
much quoted statistics of Burla have created the im- | 
pression that sterility results in about forty per cent. | 


of such cases. Dr. Crosbie says the number of op- 
erative cases are very small, but the percentage of 


cases not sterile following operation is not larger | 


at any rate than those not operated. In fact, the 
evidence, such as it is, favors operation in prevent- 
ing sterility. 

Now in regard to the technic of the operation, 
there is nothing to add other than the fact that I 
believe that the scrotum should be opened and the 
fluid of the secondary hydrocele allowed to escape. 
I do not believe in puncturing the epididymis from 
behind and leaving the hydrocele fluid. The epi- 
didymis is punctured from within the tunica vagi- 
nalis, and I always squeeze the epididymis after 
doing it to express as much of the inflammatory 
product as possible. The puncture goes through the 
fibrous capsule, and the rest of the investigation of 
the epididymis must be done with a probe so as not 
to sever the tubules. 

The one feature to which I wish especially to call 
your attention is the closing of the scrotal wound. 
I have employed this method of closing the scrotal 
wound for several years, not only in connection 
with epididymotomy, but in all operations upon the 


scrotum, and 1] have never had a post-operative 
hematoma or ecchymosis. Bleeding into the lax 
scrotal tissues is certain to occur if the eut edges 
of the dartos are allowed to retract and are not 
again recovered and sutured. I have found that 
catgut is not well taken care of in the scrotal tissues 
and for these reasons I devised the following proced- 
ure, which has proven most satisfactory. Two mat- 
tress sutures of silkworm gut are passed through 
all the layers of the scrotal incision on both sides 
of the wound and tied over a rubber tube on either 
side of the incision. The two tubes thus serve as a 
clamp, extending the length of the incision. The 
skin edges are then united by a subcutaneous silk- 
worm gut suture. These tubes are removed in 24 
hours, having served their purpose of controlling 
hemorrhage and adhering the tissues. 

To conclude, I think this operation, if judged sim- 
ply by the postoperative results, is to be recom- 
mended. There is certainly no pain after the pa- 
tient recovers from the anesthesia. There is a 
rapid drop of temperature, and the leucocytosis, 
which is often high, goes down very rapidly, and 
the patient recovers and returns to his work about 
five times as rapidly as by the expectant form of 
treatment. 

Dr. H. Binney, Boston: There is a sub-class in 
this group of eases, in which I think an operation 
should be done under such circumstances as Dr. 
Crosbie has done it. This is the class where the 
infection is entirely in the globus minor. The bac- 
teria seem to stop there, and do not cause inflam- 
mation in the globus major. The operation is so 
simple that it is particularly desirable, and consists 
of making an incision down to the globus minor, 
puncturing it, and in some cases incising it, where a 
considerable amount of pus comes out. In one case 
there was as much as a drachm, and in that case a 
drain was put into the cavity. 

Dr. Thorndike has done that in a good many 
eases, and following him I have found it very satis- 
factory and prompt in relieving symptoms. It 
seems to be just as effective as doing the more 
radical operation. I have not done it in any cases 
where there is a large amount of hydrocele. In 
those cases I believe in a more thorough operation. 

Dr. L’Esperance, Boston: In the after-treatment 


_ot these cases I am sure the patients would be more 


comfortable if the Alexander bandage was employed 
rather than the T-bandage, such as Dr. Crosbie has 
described. This bandage has the advantage over 
the T-bandage in that it holds the dressing firmly 
in place, and does not have to be removed for care 
of the bowels. 

Dr. H. Casot, Boston: I want to point out what 
seems to me the strength of Dr. Crosbie’s contribu- 
tion this evening. It is that these cases may be 
operated upon in a dispensary service, not in hos- 
pitals. You simply cannot get beds for them in 
the hospital. ‘ 

Dr. Crosbie has done that which I, for one, would 
not have had the courage to do. The cases have 
come to us in the out-patient, and we have referred 
them to the house, with the full knowledge that 
they would not get in. I knew it to be futile. 

Dr. Crosbie has had the courage of his convic- 
tions, and has done the thing, and it satisfies me 
that we can now manage these cases, as we believe 
they ought to be managed. 

I am quite with Dr. Cunningham in his view that 
this is the best method, but we have not had the 
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courage to apply it, until Dr. Crosbie shows us how 
to do it. 

Dr. A. Rmey, Boston: One of the best “boosts” 
that we have for this operation is the testimony of 
those who have had it performed. The other day I 
operated at the Dispensary on a colored man who 
hesitated a long time. I finally turned him over to 
the patients who had been operated upon. There 
were five on the seat at the time; they all got 
around, advised operation and convinced him. 

This case had had acute symptoms for three days, 
and I found a pus cavity as large as the end of the 
ring finger in the globus minor. 

Closed by Dr. Crospie: I was very glad to get 
Dr. Cunningham’s additional bilateral cases. Of 
course the question of sterility is certainly impor- 
tant. It is interesting to note that at the time Dr. 
Cunningham published his paper he had six bilateral 
eases, four of which were not sterile; now the num- 
ber is up to eight cases, six of which are not sterile. 

With regard to the method of closure, we have not 
had the slightest trouble with hematoma in any of 
our cases, 


Bonk Reviews. 


A Nursing Manual for Nurses and Nursing Or- 
derlies. By Duncan C. L. 
M.D., Ch.M., F.R.C.S. London: Henry 
Frowde, Hodder and Stoughton. 1914. 


This volume in the series of Oxford medical 
publications is a very timely presentation of 
Red Cross methods and routine by a British sur- 
geon, Captain of the first City of London field 
ambulance. The subject of first aid on the bat- 
tlefield is fully dealt with and should prove of 
great value to any who are, or may hereafter be, 
engaged in such service in war. The book is so 
arranged that the consideration of the common 
diseases and injuries is associated with the an- 
atomic and physiologic description of the regions 
and organs concerned. It is well illustrated with 
106 text figures and forms an exceedingly con- 
venient and practical pocket manual. 


A Doctor’s Viewpoint. By JouHN BESSNER 
Huser, A.M., M.D. New York: Gazette Pub- 
lishing Company. 1914. 


This volume consists of a series of twenty- 
eight brief essays on medical and other topics, 
some of them reprinted from various medical 
and lay publications. They are in the author’s 
familiar characteristic style, but can hardly lay 
claim to the literary merits of the greater med- 
ical essayists. Perhaps the comment and ecriti- 
cism on an antivivisection play are, at the pres- 
ent, the most timely and satisfactory items in this 
collection of miscellanea. 


‘ers of Medicine. 


Obstetrical Nursing. By CHARLES SUMNER 
Bacon, Ph.B., M.D. Philadelphia and New 
York: Lea and Febiger. 1915, 


This volume in the Nurses’ Text-book Series is 
somewhat ambiguously termed in its subtitle, ‘‘A 
Manual for Nurses and Students and Practition- 
’’ Like many books of its type, 
it attempts too much and between two aims fails 
in its fullest accomplishment. It is true that 
the physician should be familiar with the details 
of obstetric nursing, but it is better that he 
should acquire this knowledge from a text-book 
purely of nursing than that unnecessary details 
of medical knowledge should be incorporated in 
a nurse’s text-book. Barring this criticism, the 
book is, in general, highly to be commended. It 
is clearly and effectively written and well illus- 
trated with 123 engravings. If pruned of un- 
necessary medical items it should make an ex- 
ceedingly useful manual for obstetric nursing. 


Infantile Paralysis in Massachusetts, 1907-1912. 
Boston: Wright and Potter. 1914. 


This belated report consists of a series of nine 
articles, some of them reprinted from other pub- 
lications, dealing with the occurrence of epidemic 
poliomyelitis in Massachusetts during the quin- 
quennium from 1907 to 1912, together with re- 
ports of special investigations in 1913 bearing 
on the etiology of the disease and the method of 
its transmission. A third of the volume is oceu- 
pied by Dr. Sever’s review of the recent litera- 
ture of the disease with a selected bibliography 
of 141 titles. The volume also contains the work 
of Rosenau and others on the transmission of 
poliomyelitis by stomoxys calictrans; and the 
work of Lucas and Osgood on its transmission 
by virus from the nasal secretion. The volume is 
illustrated with a series of maps showing the dis- 
tribution of the disease in Massachusetts in each 
year covered by the report and by another map 
showing the house distribution of the Spring- 
field epidemic of 1912. The volume forms a val- 
uable monographic record and history of polio- 
myelitis in Massachusetts during the period cov- 
ered. 


Medical Nursing. By A. S. Woopwark, M.D., 
B.S. (Lond.), M.R.CP. (Lond.). New York: 
Longmans Green and Company, London, 
Edward Arnold 1914. 


This brief British text-book of nursing deals 
conveniently with general nursing procedures 
and with the special diseases grouped according 
to the visceral systems or regions involved. 
There are excellent chapters on massage and in- 
valid cookery and an appendix on first aid treat- 
ment of emergencies. The book is illustrated 
with 68 text cuts and should prove a useful man- 
nual for nurses in both hospital and private 
work, 
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JUDGE BAKER AND THE JUVENILE 
COURT. 


THE sudden and early death of Judge Harvey 
H. Baker of the Juvenile Court has brought to 
public attention a life and an institution that 
have meant a great deal to this community. To 
the medical profession the event has special sig- 
nificance, for the work of the Juvenile Court 
has had much more in common with medicine 
than with the law, and it is probable that Judge 
Baker was more frequently in consultation with 
doctors than with lawyers in regard to his 
protégés. He saw in the crimes for which the 
children were brought before him, merely the 
expression of a diseased condition of the mind, 
which it was his duty to diagnose and, if possible, 
to trace out and remove the cause. His court- 
room was like a physician’s private office, and 
the children came to him just as a sick or in- 
jured child might come to a physician. Respect 
and kindliness were the chief characteristics of 


his manner with children, and they responded by 
showing their respect for him and giving him 
their confidence. Talking with the children 
themselves he could often trace out the causes 
which had led to their wrong-doing, for example, 
the influence of bad companionship, and by 
methods similar to those used by physicians in 
the treatment of morbid mental states, he was 
able to strengthen their resistance to tempta- 
tions and to put them on their guard against 
influences which had resulted in their wrong- 
doing. The effects of these talks were reinforced 
by subsequent interviews with the judge and by 
an efficient follow-up system by probation of- 
ficers, who worked with the same spirit as their 
chief. 

The question was constantly presenting itself 
before the court: is the child’s wrong-doing 
merely the result of its environment, or is it an 
expression of feeble-mindedness. The feeble- 
minded child is often attractive in appearance, 
and the condition can only be detected by tests 
carried out by those with special training. Judge 
Baker attached great importance to the medical 
examination of many of the children who were 
brought to him. A number of prominent neu- 
rologists assisted him in this work, and the 
Psychopathic Hospital, since its establishment, 
has been a greathelp. Judge Baker was espe- 
cially interested in this phase of the work and 
was one of the founders and president of the 
Massachusetts Society of Mental Hygiene. He 
frequently called attention to the waste of effort 
and the great danger to the community in try- 
ing to help the feeble-minded child by the same 
methods that are used for the child of normal 
mental development. The feeble-minded child 
should be in a suitable institution for his own 
protection, for the protection of society, and to 
prevent his transmitting his weakness to off- 
spring. The feeble-minded with criminal ten- 
dencies are an especial menace to the community. 
The Juvenile Court, by the early detection of cases 
of this class, saves society from their lowering and 
degrading influence, and does real preventive 
medical work of the highest type. We are just 
beginning to realize that with the problem of the 
feeble-minded is bound up the future of the 
human race. 


It is perfectly evident to our profession what 
vital and fundamental work this is and how 
great is the need of its extension. The Juvenile 
Court has jurisdiction over only a small propor- 
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tion of the delinquent children of Boston—those 
living in the central district. In the other sec- 
tions of the city and in the other cities of the 


the same need for the sort of work Judge Baker 
was doing. The Boston Juvenile Court has thus 


that success has been many have testified to since 
Judge Baker’s death. 
those connected with the child-helping societies. 
his loss has seemed a staggering blow which 
‘a threatens to check a movement of vital import- 
ance. 
calculable should some one be appointed as 


sueeessor to Judge Baker, and in making his 
im choice he should have the help of those who ap- 
By preciate the importance of this work, among 
whom should be the medical profession and those 
connected with the child-helping societies. 


the work to which we have referred, an un- 


which Judge Baker put into his work. They 
saw a life of extreme purity coming into the 
closest personal relation with children whose 
- lives had always been darkened, shining upon 
them out of the warmth and kindliness of his 


raising them up by the sheer strength and 
beauty of his own character. Those who 
can also see in Judge Baker a leader in a great 
movement for the benefit of unfortunate chil- 


&£ whole race, have a picture of human service, the 
i: - equal of which it is hard for us to conceive. The 
only possible memorial to such a life of service 
is the extension of the work to which he was 
devoted. 


| PROPOSED PROFESSORSHIP OF 
PSYCHIATRY. 
iE IN the issue of the JocurNat for April 15 we 
| published an appeal made by Dr. William N. 
Bullard, Dr. Walter Channing and Dr. Her- 
bert B. Howard for subscriptions to a fund 
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Commonwealth there are the same problems and | 
been a sort of experiment station, on the success: 
of which a great deal has depended. How great’ 


To his co-workers and to’ 


The injury to this work would be in-| 
judge who, instead of continuing the progres- | 
sive methods of Judge Baker, should allow the. 


court to revert to the ordinary type. Governor | 
Walsh has a great responsibility in choosing a/| 


While few have appreciated the features of 


usually large number of our citizens have rea-, 
lized the unselfish devotion and public spirit 


heart, reaching out to them a helping hand and | 


dren which is to raise the moral standard of the | 
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Which they desire to raise for the establishment 
and endowment at the Harvard Medical Schoo! 
of a professorship of psychiatry or mental dis- 
eases. A further statement of the aims and pur- 
poses of this proposed endowment has recently 
been issued, pointing out the increasing menace 
of insanity to this country and the immense cost 
of its care to the community. It is believed by 
the proponents of this professorship that the rem- 
edy lies in the more thorough investigation of 
mental diseases with a view to their prevention 

‘‘Tf insanity is to be prevented or cured, its 
causes must be understood and the earliest 
‘symptoms recognized. The physician is the one 
to do this, but hitherto he has known little or 
nothing of the subject. His education in this 
respect has been sadly deficient. This should no 
longer be the case and need not be, provided the 
medical student receive adequate instruction. 

‘*To accomplish this object, there should be 
‘an endowed chair of mental diseases, or psy- 
chiatry, in the Harvard Medical School, filled by 
a professor who could devote his whole time to 
teaching and conducting clinics. Every student 
should be so well grounded in his knowledge of 
‘the causes and development of mental diseases 
_that he could return to his own community a 
teacher himself and a leader in the investigation 
of the causes responsible for mental defect or 
breakdown. This connection between instruc- 
tion and research is so intimate that the former 
inay be said to be based upon the latter. Hence 
the research work in the Neuropathological De- 
partment forms the basis and foundation for 
instruction in insanity and mental disease, and 
its proper support is necessary in order that the 
instruction may be of the highest grade. When 
it is realized how far-reaching its results would 
be in the improvement of the health of the 
people and in the saving of money, it appears 
evident that no department of a medical schoo! 
is more important than that of mental diseases, 
\which eventually should become one of pre- 
| ventive medicine.’’ 

Massachusetts has already made an important 
beginning in the prophylaxis of mental disease 
by the establishment of the Psyechopathie Hos- 
pital in Boston, which is already closely affiliated 
with the Harvard Medical School. It would 
seem that friends of the school could not better 
show their loyalty to it, their interest in medical 
research and their service to the community 
than by making possible the establishment at the 


school of such a professorship of psyvehiatry to 
complement from the didactie side, the work of 
psychopathic study and progress. Contributions 
to the fund for this proposed chair should be 
sent to Dr. Herbert B. Howard, in care of the 


Old Colony Trust Co.. 17 Court St.. Boston. 
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FLY SUPPRESSION. 


THE important part played by insects in the 
transmission of many diseases is now well estab- 
lished, and, indeed, is rapidly assuming larger 
proportion, so that more and more diseases are 
embraced in their operations. 
hand, there has been an unwholesome tendency 


BOSTON MEDICAL AND SURGICAL JOURNAL 


would destroy the few adults and put them with- 


On the other, 


to. associate certain insects only with the trans- 


mission of certain diseases. 
laey. 


This idea is a fal- 


isms and should not be credited with great selee- 
tive powers. 
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out the possibility of breeding. 

It is to be remembered that it takes ten days 
for the development of the fly from egg to imago, 
and the mature fly, with its immense breeding 
possibilities, can at all times be anticipated by 
the removal and the destruction of all organic 


refuse at least once in ten days—the period of 


development. In the ease of valuable organic 
matter, as, for example, manure, proper protec- 


An insect may carry many disease organ- | tion from fly contamination should be enforced. 


All organic refuse should be covered and pro- 


In this way it is that the common tected in one way or another until final disposal. 


house fly has been misnamed the ‘‘typhoid fly.’’) This method is the only sure one, the cheapest, 
in the belief that it is solely concerned with the: and the one that requires the least amount 
transmission of typhoid, although it is an agency | of expenditure of energy. In view of the fact, 
in other intestinal conditions and in tubereu-_ however, that such protection is likely often not 


losis. The house fly is merely the mechanical 
carrier of the bacillus typhosus from infected 
material to food, or even more directly—from 
infected material to victim. The house fly does 
not act as a host in the sense that it retains the 
bacillus within itself to transfer to individuals 
with whom it comes in contact. To confound the 
house fly solely with typhoid fever is to give a 
false sense of security with respect to that insect. 
On the other hand, the large stable fly is yet dis- 
tinetly associated with the spread of polio- 
myelitis, which disease it is believed to transmit 
to human beings through its bite. But this does 


not mean that it cannot carry other diseases me- 


chanically, as does the house fly. 


It can be seen that the suppression of the fly 


Various agencies, realizing the potency for evil 


of this insect, have carried on fly suppression 
campaigns. But because of the prolificity and 
universality of distribution of the fly, no great 
progress can be made in its destruction or sup- 
pression. As everywhere, it is prevention before 
inception rather than suppression thereafter 
which gives the largest hope of success. 

The logical time for prevention-suppression is 
not during the period of mature existence and 
activity—during the summer—but in the spring, 
before the fly has had time to breed and develop. 
During the winter only a few adult flies survive 
in cellars and barns. Flies are subject to a great 
many conditions which make their mortality 
very high. As soon as warm weather sets in, 
the survivors begin to lay their eggs in manure 
piles, garbage or other organic refuse. And it is 
in these places that a thorough spring cleaning 


to be obtained, the employment of some simple 
form of trap may often be desirable in conjunc- 
tion with other measures. In another column 
of this issue of the JouRNAL is presented a brief 
description of such a trap, approved by the 
United States Department of Agriculture. As, 
in the case of the prevention of typhoid fever 
neither protective inoculation nor the purifica- 
tion of water supplies should be solely relied 
upon, so, in the extermination of the fly, re- 
liance should, at present, be placed on no one 
measure, but upon a judicious combination. 


PROPOSED TRANSFER OF NEW YORK 
is a very important factor in the public health. | 


QUARANTINE. 


On April 20, a meeting was held at the New 
York Academy of Medicine for the discussion of 
the subject of transferring the quarantine serv- 
ice at the port of New York from local to federal 
control. The public health committee of the 
Academy of Medicine strongly approves the pro- 
posed transfer, and in accordance with its opin- 
ion, prepared the following series of resolutions, 
which were signed by a number of organizations 
and individuals in New York and elsewhere, and 
were adopted at the meeting in question. 

Whereas, Maritime quarantine, like over-sea 
commerce, is not a matter of local but of national 
and international interest and importance; and 

Whereas, The modern tendency in quarantine 
administration all over the world has been from 
local to national and international rules and 


regulations which insure uniformity of system 
and practice ; and 


Whereas, Quarantine work is essentially scien- 
tifie in its nature, and cannot be carried on effi- 
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ciently unless the tenure of office be independent 
of changes in administration and of politics; and 

Whereas, The United States Public Health 
Service, by its organization, the character, train- 
ing and experience of its personnel and its op- 
portunities for constant communication with all 
foreign ports, is admirably equipped to admin- 
ister quarantine in a most efficient manner as 
attested by the satisfactory results obtained in 
San Francisco, New Orleans, Mobile, Manila, 
and the 50 or more other stations administered 
by the Service in the United States and its de- 
pendencies; and 

Whereas, The history of local quarantine, in- 
cluding that of the port of New York, has shown 
that in times of crisis the local stations have 
been unable to cope with the situation without 
the assistance of the Federal Government; and 

Whereas, There exists in Europe at the present 
time widespread quarantinable disease, which 
will become a source of grave danger to this 
eountry when immigration resumes its usual 
course at the termination of the war; and 

Whereas, the opening of the Panama Canal 
will bring New York into direct shipping con- 
tact with South American and Asiatic countries, 
thus increasing the possibilities for the intro- 
duction of endemic tropical diseases; and 

Whereas, Of all ports of this country, that of 
New York ranks first as a receiving station for 
foreign goods and immigration, as well as a dis- 
tributing center for the entire country; and 

Whereas, The federal government controls all 
the services incident to the administration of the 
port of New York, with the single exception of 
the quarantine, which is logically a part of the 
immigration service; and 

Whereas, The United States as a party to 
international quarantine agreements, cannot 
guarantee their uniform observance unless all 
— stations are under federal control; 
an 

Whereas, The expenses for health protection. 
the benefits of which are shared by all parts of 
the nation, should not be borne by one city or 
state; and 

Whereas, All the ports of this country, with the 
exception of Baltimore and New York, for the 
reasons above cited have already ceded their 
quarantine functions wholly or in part to the 
federal government ; 

Therefore, Be It Resolved, That the econom- 
ical and efficient administration of the quaran- 
tine service, and above all, the safeguarding of 
public health, demand the transfer of the quar- 
antine station of the port of New York from the 
state to the national government; and 

Be It Further Resolved, That the governor of 
the state of New York be and hereby is respect- 
fully and earnestly urged to take immediate 
steps to secure such transfer. 

At the time recently when the same question 


was under consideration with reference to the 
quarantine service at the port of Boston the 


JOURNAL advocated editorially the policy of 
placing such service in the hands of a uniform 
national administration. The same _ reasons 
which dictated this policy in Boston apply in 
New York with equal force; and in the interests 
of public health it is cordially to be hoped that 
the movement in New York for the transfer of 
the local quarantine may be successful, as it was 
in Boston. 


EPIDEMIC OF STREPTOCOCCUS SORE 
THROAT. 


THERE has lately been prevalent in the Dorches- 
ter district of Boston and in the adjacent parts 
of Milton, Mass., an epidemic of streptococcus 
tonsillitis, in some cases with metastatic compli- 
cations similar to others which have prevailed at 
or about this season during several years. On 
April 25 two hundred and ten cases had been 
reported in Dorchester and thirty-six in Milton. 
As on previous occasions, it has been strongly 
suggested that the disease has been disseminated 
through an infected milk supply; but at a season 
of prevalent cold and dusty winds the likelihood 
of air dissemination is, perhaps, equally possible. 
As a matter of fact, no decision has yet been 
| reached. and conclusions should not be made 

until the forthcoming of the official report of in- 
vestigation by a responsible board of health. 


| 
| 
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MEDICAL NOTES. 


| TWENTIETH ANNIVERSARY OF THE DISCOVERY 
OF THE X-RAY.—A meeting commemorative of 
the twentieth anniversary of the discovery of the 
x-ray was held at the New York Academy of 
| Medicine. Hoosack Hall, on May 5, 1915, by the 
‘Roentgen Ray Association of Greater New York. 
'The following addresses were delivered: ‘‘The 
Influence of Roentgen’s Discovery on Physical 
Science, by Prof. Bergen Davis of Columbia 
University: ‘‘Roentgen’s Discovery, Its Recent 
‘Developments and Future Possibilities,’’ by 
William D. Coolidge, Ph.D., of Schenectady, 
.N. Y.; ‘‘Historical Review of the Development 
of the X-ray Tube’’ (illustrated by lantern 
slides) ; by H. Clyde Snook, Ph.D., of Philadel- 
phia, Pa.; ‘‘The Physical Characteristics of 
Roentgen Radiation with Reference to the 
‘Questions Involved in Treatment,’’ by Professor 
J. S. Shearer of Cornell University : ‘‘ The Influ- 
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ence of Roentgen’s Discovery on Medicine,’’ by 
Ludwig Kast, M.D., of New York; ‘‘The History 
and Development of the Art of Roentgen Ray 
Diagnosis,’’ by Perey Brown, M.D., of Boston. 


AssociaTeD CLINICS OF NEW 
YorkK.—The second annual report of the Asso- 
ciated Out-Patient Clinies of the City of New 
York is an interesting record of this attempt on 
the part of the dispensaries and out-patient de- 
partments of the hospitals of New York and 
Brooklyn to improve the character of the work 
done at those institutions by the formation of a 
society whose aims are stated as being: first, the 
coordination of the work of existing dispen- 
saries and out-patient clinics; second, the elimi- 
nation of unworthy applicants for treatment ; 
third, the promotion of proper standards of treat- 
ment; fourth, the promotion of economy and effi- 
ciency in dispensary management. Forty hos- 
pitals and dispensaries in New York City are 
members of the association and twelve more 
hospitals belong to the Brooklyn chapter. Vari- 
ous committees report on the desirability of the 
establishment of whooping cough clinics, even- 
ing eye clinics, methods of dispensary account- 
ing, uniform dispensary records, the statistical 
reports of dispensaries, occupational diseases 
and dispensary fees. Later results of the work 
of this association will, no doubt, prove the effi- 
cacy of these methods of codperation on the part 
of the leading hospitals of a large city, in a de- 
partment of its work which covers so extensive a 
field. 


EXCEPTIONALLY Low TypHoip REcorD IN NEw 
Yorx.—For the first time in very many years 
not a death was reported from typhoid fever last 
week. The only other week in the history 
of the department which was free from a 
mortality from this cause was the week of April 
10, 1909. The number of deaths from this cause 
in the week of April 25, 1914, was 6. This was 
the most noteworthy incident of the week’s mor- 
tality. It is also worthy of note that there was 


not a death reported during the past week in the 
Borough of Manhattan from homicide. 

The wave of epidemic influenza which reached | 
its culmination during the week ending April | 
17th is gradually receding, as shown by the mor- | 
tality figures for the past week, during which | 
there were 1748 deaths and a death rate of 15.71 | 
per one thousand of the population reported as 
compared with 1637 deaths and a rate of 15.30 
for the corresponding week of 1914, a decrease 
in the absolute figures of 111 deaths and in the 
relative figures of 63 deaths. 

There were 28 deaths reported from influenza 
as compared with 13 for the corresponding week 
of 1914, 200 deaths from lobar pneumonia as 
compared with 122, 228 deaths from pulmon- 
ary tuberculosis as compared with 186, 348 
deaths from combined heart and kidney diseases 
as compared with 335. 
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The mortality from measles, diphtheria and 
croup, and whooping cough, was considerably 
greater than in the corresponding week of last 
year. 

The mortality of infants under one year was 
slightly below, while that between one and five 
years was somewhat in excess of, last year’s fig- 
ures. Between the age of 5 and 65, the mortality 
was considerably increased, as was the mortal- 
ity at ages 65 years and over. 

The death rate for the first 17 weeks of 1915 
was 14.72 per one thousand of the population as 
against a rate of 15.46 during the corresponding 
period of 1914. 

A study has just been completed to show the 
effect of the European war on the population of 
this city. Diminished immigration caused a de- 
crease in the rate of growth ordinarily expected. 
This necessitated a revision of last year’s mor- 
tality figures, from 13.40 deaths per one thou- 
sand as originally calculated to 13.48. 


Statistics oF LONDON In 1914.—Sta- 
tistics recently published show that during the 
year the total birth rate of the city of London 
was 24.3 and the death rate 14.4. Among the 
several districts and boroughs the highest birth 
rate and death rate (32.1 and 19.6 respectively) 
were both in Shoreditch, a crowded east end 
slum. The lowest birth rate, 10.2, was naturally 
in the business district of London. The next 
lowest birth rate was 14. in the city of West- 
minster, a fashionable residential district. The 
lowest death rate was 10.7 in Lewisham, an east- 
ern suburb along the Thames. The infant death 
rate under one year of age was also highest, 141 
per thousand births, in Shoreditch, and lowest, 
67, in Chelsea, a western suburb along the 
Thames. The total infant mortality of London 
was 104 per thousand births. Of the important 
infectious diseases phthisis caused 6810 deaths, 
infantile enteritis 3021, and measles 1,385. There 
were no deaths from smallpox in London during 
the year. 


AMERICAN Rep Cross SENDS PHYSICIAN TO 
PalGNToN, ENGLAND.—Dr. Herbert H. Howard, 


\Harvard Medical School, 1912, has been ap- 


pointed by the American Red Cross, to the posi- 
tion of staff physician in the American Women’s 
War Relief Hospital at Paignton, South Devon, 
England. Dr. Howard sailed on the steamship 
New York May 1. 


PREVENTION OF SMALLPOX AT Mexico City.— 
It is reported that, to combat the spread of 
smallpox in Mexico City, a supply of vaccine was 
ordered from New York and was due to reach 
Vera Cruz on April 26, whence it would | 
proceed by train to Mexico City. The State De- 
partment at Washington states that there is no 
epidemic of smallpox in Mexico City. There 
were apparently several cases there and these 
measures were taken to prevent the further 
spread of the disease. 
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DINNER OF Harvarp CLUB oF Paris.—The 
Harvard Club of Paris held, on April 21, a din- 
ner at which James Hazen Hyde presided. Mem- 
bers of the French Academy, of the Harvard 
faculty and representatives of the foreign office 
and of the Sorbonne were present. 

Among those who spoke were United States 
Ambassador Sharp, Lucien Poincaré, brother of 
the French President; Emile Boutroux, profes- 
sor of philosophy at the University of Paris; 
Eugene Brieux, the playwright; Dr. Harvey 
Cushing of the Harvard Medical School and 
Prof. Edwin H. Hall, professor of physics at 
Harvard. 


New WASHINGTON UNIVERSITY 
MepicaL ScHoot.—Washington University Medi- 
eal School dedicated its new buildings on April 
29 and 30. Addresses were delivered by Dr. 
Eugene L. Opie, dean of the medical school; Dr. 
William H. Welch, of Johns Hopkins Univer- 
sity ; President A. Lawrence Lowell, of Harvard 
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that the Philadelphia Academy of Medicine has 
awarded the Samuel B. Gross Prize of $1,500 
for the year 1915 to Dr. John Lawrence Yates 
of Milwaukee, for his essay entitled ‘‘Surgery 
in the Treatment of Hodgkin’s Disease.”’ 


ARREST OF IMposTERS.—Report from 
New York states that 43 medical imposters have 
been arrested. They were proprietors of so- 
called free museums and those without licenses 
were charged with fraudulently practicing medi- 
cine. Those who were licensed were charged with 
prostituting their profession. It is believed that 
a chain of such medical offices connected with 
free museums are operated in Pittsburgh, New- 
ark, Baltimore and a number of other cities. 


EvropEAN War Nores.—Report from Mity- 
lene says that in Erzerum, Armenia, and its 
surrounding district, there are one thousand 


‘deaths daily from smallpox and typhus which 
are extensively prevalent in that district, and 


University ; Dr. William C. Gorgas, surgeon gen- 
eral, United States army; Dr. William T. Porter, | 
Dr. R. J. Perry, Dr. George Dock, Dr. Abraham | 


Flexner and President Henry S. Pritchett, of the 


Carnegie Foundation for the Advancement of | 


Teaching. 


TYPHUS SUSPECTED AT THE Port oF NEW 


YorK.—A Greek steamer, the Themistocles, sail- | 


ing from Piraeus, was held in quarantine on its 
arrival at New York and eighty-six passengers, 
suspected of having typhus were removed to 
Hoffman Island for treatment. There were 667 
passengers on the steamer all of whom were sub- 
jected to a rigorous physical examination, and 
those showing evidence of infection were re- 
moved. 


AMERICAN Unit oN Way To SERBIA REACHES 
IrTaty.—The unit of the American Red Cross 


detailed for work in Serbia, under the leadership | 


of Dr. Richard P. Strong of Harvard Medical 
School, arrived at Brindisi, Italy, on April 21 
and from there left for Saloniki, Greece, to 
route to Serbia. 

Report from Nish states that Dr. Strong 
arrived in that city on April 24. 


THE Mayo Fotnpation For Mepicau Re- 
SEARCH.—In the JoURNAL of February 18, 1915 
(Vol. elxxi, No. 71, p. 271) mention was 
made of the $1,000,000. endowment fund given 
by the Drs. Mayo of Rochester, Minn., for the 
establishment of a foundation for medical re- 
search to be under the control of the University 
of Michigan. The Minnesota Senate has passed 
a bill prohibiting this affiliation. It is to be 
hoped that satisfactory arrangements may be 
made so that the great benefit to accrue from 
such a foundation may not be lost. 


AWARD OF THE Gross PriIzE.—It is announced 


in Trebizond. 

It is reported that Sir William Osler of Ox- 
ford has proposed that the Harvard Medical 
School should send abroad in June for service 
at an English Government field hospital, either 
in France or in England, a second unit, to con- 
sist of twenty-four surgeons and to have charge 
of over one thousand beds. It is understood 
that this proposition is under serious considera- 
tion at the medical school. The first Harvard 
unit is now serving at the American Ambulance 
Hospital at Neuilly, France. 


European War Funps.—On May 1 
the totals of the principal American relief funds 
for the “European War reached the following 


amounts :— 

| Belgian Fund 4/00 24. $254.466.40 
| Jewish Fund ............ 652,983.56 60,448.61 
Red Cross Fund ......<.. 490,315.91 131,683.37 
American Ambulance ..... 35S6.417.80 

American Women’s Hosp... 250,000.00 

|Committee of Merey...... 150,817.16 

Price Of Wales: 119,011.08 

52.115 .25 44,712.59 
48,263.25 15,315.55 
| Persian Fund ............ ?6.149.71 

Belgian Red Cross ....... 10,890.00 


NATIONAL CONFERENCE OF CISARITIES AND Cor- 
RECTIONS.—The preliminary program has been 
announced for the forty-second annual meeting 
of the National Conference of Charities and 
Corrections, which is to be held at Baltimore, 
Md., from May 12 to 19. The program contains 
the names of over fifty physicians, charitable 
workers and penologists. and it is believed that 
contemporary conditions associated with the 
European War will contribute to make the meet- 
ing one of unusual interest and importance. A 
recently issued bulletin of the Massachusetts 
State Department of Health contains the fol- 
lowing statement of the medical program. 

‘‘The field of health and hygiene is compre- 
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hended in a series of discussions on health topics,| Case orf ReLapstnG Fever 1x Boston.—On 
under the chairmanship of Dr. Richard C. Cabot! April 23 a case of relapsing fever was discov- 
of Boston, and of social hygiene, under the chair-| ered in an Armenian immigrant at the Boston 
manship of Mrs. Martha P. Faleoner, superin-| detention station, where he had been retained 
tendent of the State School for Girls at Darling, | since his arrival aboard the Canopic from Italy 
Pa. Dr. Cabot’s program will include an ex- six weeks ago. The patient had been transferred 
planation of the newer methods of hospitals in to quarantine and the dentention station is to be 
their social service departments, the chief | fumigated. Another case of this unusual disease 
speaker being Dr. William H. Welch of Johns was reported in Boston in 1909, and the only 
Hopkins Hospital, Baltimore, and a symposium ‘other one apparently recorded in this country 
on the social education of the physician, by Mr. | occurred in 1872. 
Joseph Lee of Boston and Dr. Charles P. Emer- 
son, dean of the medical department of Indiana} MemortraL to Dr. W. D. Ke_ty.—aAt the time 
University, Indianapolis. Mrs. Faleoner’s pro-| of the death of Dr. W. D. Kelly of Boston, his 
gram will be addressed to the question, ‘‘How | numerous friends among the school children of 
Shall We Suppress Prostitution ?’’this following|the West End raised a sum of money to buy 
previous considerations at the National Confer-| flowers for his funeral. A surplus of $51.50 
ence of the extent of our scientific knowledge of | was given to the Milk and Baby Hygiene Asso- 
this subject and the proper use of popular eduea-| ciation, in which he was much interested, as a 
tional methods. Dr. Katherine Bement Davis,| memorial to Dr. Kelly. 
Commissioner of Correction of New York City, 
will give ‘‘A Survey of Educational Work,’’ and} Cases or INrectious DisEaseEs reported to the 
other speakers will treat subjects such as protec-| Boston Board of Health for the week ending 
tive league work, prostitution in rural communi-| April 27, 1915: Diphtheria, 75, of which 5 were 
ties, and methods of scientific investigation. non-resident; searlatina, 112, of which 14 were 
‘‘The discussion of state care of the insane,|non-resident; typhoid fever, 2; measles, 219, of 
feeble-minded and epileptic will occur under the| which 5 were non-resident; tuberculosis, 63, of 
chairmanship of Dr. Walter E. Fernald, super-| which 6 were non-resident. The death-rate of 
intendent of the Massachusetts School for/the reported deaths for the week was 18.85. 
Feeble-Minded at Waverley. It will include an- 
swers to the question, ‘‘What is Practicable in 
the Way of Prevention of Mental Defect and ° 
Disease?’’ and a discussion of ‘‘ Available Fields 
for Research and Prevention in Mental Defect.”’ 
The speakers in this section include Dr. Adolf Massachusetts Medical Soriety 
Meyer of Baltimore, Dr. C. B. Davenport, Cold 
Spring Harbor, N. Y., Dr. H. H. Goddard of EXCURSIONS TO THE ANNUAL MEETING 


Vineland, N. J., Dr. Martin W. Barr, superin- ‘ ‘ 
tendent of the Pennsylvania School for Feeble- | 
Minded at Elwyn. and Dr. Walter S. Cornell of, CIATION IN SAN FRANCISCO, JUNE 21 


Philadelphia.”’ TO 25, 1915. 


FELLOws of the Massachusetts Medical Society 
BOSTON AND NEW ENGLAND. -have been invited by the Chicago Medical So- 
ciety to join a special train party for San Fran- 
cisco leaving Chicago. June 17, and arriving in 
San Francisco, June 21. The tour will be con- 
ducted by the Gregory Tours, 1103-4 Lytton 
Building, Chicago, and the rate from Boston and 


Society, held at the American House on April : . 
22, the following officers were elected: Dr. Wil- return, including all necessary expenses, hotel 
‘ accommodations in San Francisco, will be 


liam D. Swan of Cambridge, formerly vice-presi- ° 
” : P $188.20. To secure accommodations and for 


further information it is necessary to communi- 
dig UT. “Y~| cate with Dr. R. R. Ferguson, 3923 North Keeler 
man S. Hapgood, Cambridge (re-elected) treas- Chicago, IIl., as as possible 

urer, Dr. Charles A. Dennett. Arlington (re-” gome of the fellows have signified their inten- 
elected) ; commissioner of trials, Dr. Lewis M. | tion of making the trip to San Francisco by the 
Palmer, Cambridge; and orator, Dr. Charles F.!yfeCann’s Tour, which leaves Boston June 16 
Painter, Newton. The new auditors are Dr. Nat|and arrives in "San Francisco June 90. The 
V. Shannon, Cambridge; Dr. Lincoln F. Sise, | expense of this trip is $285, from New York and 
Medford ; and Dr. Frederick G. Smith, Somer-| return on July 8, including two days in the 
ville. Dr. William C. Hanson of Belmont deliv-| Glacier National Park and a day at the Mayos’ 
ered the annual oration on the subject of ‘‘Scope|Clinie on the return journey. Information 
of Public Health Service.’’ Over one hundred | about this trip may be obtained from MeCann’s 
members were present. Tours, 1328 Broadway, New York City. 


ANNUAL MEETING OF THE MIppDLESEX SouTH 
District Mepican Socrery.—At the annual 
meeting of the Middlesex South District Medical 
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Miscellany. stetric service to insure prenatal and post-natal 
nursing care. 

3. To teach prospective mothers general hy- H 


[AN 
gy PREGNANCY CLINICS. giene and the importance of medical supervision 

& THE following statement with regard to preg- — ‘atid and of adequate care at con- | 
nement. 


nancy clinics in Boston has been submitted by 
Dr. Arthur B. Emmons, whose article on ‘‘The 
Care of Prospective Mothers,’’ was published in 
last week’s issue of the JouRNAL:— 


A preliminary medical and obstetrical exami- 
nation made as early in pregnancy as possible is 
valuable in forestalling dangers, in preventing 
accident, and in providing intelligently for the 

‘*Prenatal care is become prominent in the | pregnancy, the confinement, and the care of the 
lay as well as in the medical press. The follow- | baby. 
ing statement as to the value and desirability of | The nursing service should include the pres- 
such care and the policy of carrying on prenatal | ence of a nurse at the clinie during the prelimi- 
a clinies, approved by a representative advisory | nary examination, visits in the home at intervals 
~ medical committee, may be of interest to the | sufficiently frequent to prevent unforeseen com- 

medical public as a new line of public health | plications, and as frequently as required in cases 


oe education. The Committee on Public Health of | presenting abnormal symptoms, also the usual 
Ss the Women’s Municipal League of Boston, Mrs. | nursing during the puerperium. 
William Lowell Putnam, chairman, has organ- | : 43 - 


ized a sub-committee on Prenatal and Obstetric CLASSES OF PATIENTS TO BE RECEIVED. 


aa Care, composed of representatives of the Boston| This service is designed to reach all those of 
. ws Dispensary, M. J. Davis, Jr., director; The In-| limited means, to whom the usual fees for an 
: structive District Nursing Association, Mrs. | equally efficient service would be reasonably con- 
7 E. A. Codman president and Miss Mary Beard, | sidered a hardship. 
director; Miss Strong of the South End House, 
and A. B. Emmons, 2d, M.D., physician-in-chief FEES. 
of the Maverick Dispensary. This committee} ‘The preliminary examination at the clinic and 
recognize that such work is primarily medical | the supervision of pregnancy by the committee’s 


| Ae and has, therefore, obtained the counsel of | shateteiclon is paid for by the Women’s Munici- 
3 medical advisory committee, whose statement pal League in order to ‘develop the work as a 
follows :— measure of public health. No charge is made, 


COMMITTEE ON PRENATAL AND opsterric care, |{Herefore, to the patients A 
s STATEMENT OF THE MEDICAL ADvISoRY commit. |£°¢ Of $10.00 is charged for the obstetrical care 
2 TEE at confinement. The nursing fees are the usual 
é ones of the Instructive District Nursing Associa- 

In spite of agencies which provide obstetric |tion which provides the entire nursing service. 

care for the poor there are today many women of 


b: limited means who do not receive reasonable, RELATIONS TO LOCAL PHYSICIANS. 
~ safe gna care, rad no existing agency has Any physician may refer to our clinics a pa- ) 
rovided for man these women. | 
p tient for prenatal care only, if he so desires, and 


The preliminary examination and continued : 
supervision of the prospective mother is recog- such patients will 
nized today to be a part of adequate obstetric 
safeguard to the ae an aid to maternal who referred them, with informat ion of condi- 
nursing, and a large factor in the prevention neigh 
of infant mortality. any one of our : inics are be so — = re 
means of meeting this need. The Committee on h 
| Municipal League of Boston has under its con-|% amily doctor to whom they are able to pay 
the usual fee, will be referred back to their 


trol three such clinics, and is ready to develop 
others whenever the need is shown. The work of | P wil always So 


this committee does not duplicate the work of ” bs iy ] 
other medical agencies, nor does it interfere with 
the doctors in the vicinity. F. S. Newe.n, MD., 
R. L. DENorMANDIE, M.D. 
GENERAL PURPOSES. 
L. V. FrrepMaANn, M.D., 
| 1. To offer prenatal care, i.e. the early exami- JAMES LINCOLN Huntineron, M.D., 
supervision of prospective mothers of J. GALuivan, M.D., 
imited means. Henry I. Bowpitcn, M.D., 
2. To codperate with private physicians, or, E. P. Rueees, M.D., 


where, necessary, to provide experienced ob- Medical Advisory Committee.’’ 


; 
| 
| 
‘ 
j 
3 


VoL. CLXXII, No. 18] 


BOSTON MEDICAL AND SURGICAL JOURNAL 


691 


A SIMPLE TRAP FOR THE HOUSE FLY. 


In another column of this issue of the Jour- 
NAL we have commented editorially on the im- 
portance of fly suppression and have referred to 
a description of a simple trap for the house fly, 
approved by the United States Department of 
Agriculture and described in its recent bulletin 
(No. 200). The experiments upon which the in- 
vention of this trap was based, were conducted 
at the Maryland Agricultural College during 
August and September, 1914, and it is claimed 
that by its means at least 98% of breeding fly 
larvae are destroyed. 

‘*The principle of the trap is simple, it is easy 
to construct, and the expense is said to be prob- 
ably less in the long run than the investment 
which many farmers now make in screens for 
their dwellings, and sprays and fly-nets for their 
live stock. In its roughest outlines the trap con- 
sists of a concrete basin with a latticed wooden 
platform erected upon it to hold the manure. 
The basin is connected by a drain pipe with a 
small conerete cistern. The bottom of the basin 
is filled with water, into which the maggots 
breeding in the manure drop, as they are about 
to turn in the pupa or chryalis stage, and are 
drowned. At frequent intervals the water is 
run off into the cistern and is then pumped back 
on the manure pile. In this way all the liquid 
manure is saved. 

‘‘The successful operation of this trap rests 
upon several facts connected with the habits of 
the house fly which have been thoroughly estab- 
lished by observation. The adult fly lays its 
eggs in fresh manure. There they remain until 
the larva stage is almost over and the insects are 
about to enter the pupa or chrysalis stage. At 
this time a pronounced tendency to migrate is 
evident. In consequence, if the manure is 
placed upon a platform with a latticework bot- 
tom, the larvae, while migrating, will fall 
through these openings into the water in the 
basin below. In the case of the experiments at 
the Maryland Agricultural College a careful 
count showed that between July 25 and Oct. 1 
about 112,000 larvae were killed in this way. 
This, however, does not include the number that 
were picked up from the basin by sparrows or 
poultry. Altogether it is estimated that during 
the warm weather the efficiency of the trap was 
probably 99%. Later, when the temperature 
was lower, the trap’s success was not so marked. 
This was accounted for by the fact that when the 
air is much colder than the manure heap the 
larvae will not attempt to leave the heap and 
therefore will not fall into the basin. 

‘‘Another difficulty experienced arose from 
mosquitoes using the water in the basin and the 
cistern to breed in. This was overcome by clean- 
ing out the basin at regular intervals and by 
sprinkling a little oil over the surface of the 
water in the cistern. 

‘*Properly constructed, such a trap offers no 
obstacles to the convenient and economical 


| 


handling of manure. It is essential, however, 
that each day’s addition to the heap should 
be sprinkled with sufficient water to keep the 
manure moist but not enough to cause leaching. 
The details of the construction of the trap are 
contained in the bulletin already mentioned. 
This particular trap was designed to hold the 
manure produced by three horses for three 
months, but there is no reason why larger quan- 
tities should not be treated in the same way, by 
building larger traps or by building several of 
smaller size.’’ 


Correspondence 


THE AMERICAN WOMEN’S WAR HOSPITAL. 
(From Our Special Correspondent.) 


30 FiInspuryY PARK Roap, 
Lonpbon, N., April 18, 1915. 


Mr. Editor: The most interesting hospital which 
I have visited in England is The American Women’s 
War Hospital at Paignton. It is over a month since 
my visit and I went there as a guest, not a reporter. 

Paignton is a winter resort in Devon on the south- 
ern sea coast. Mr. Singer’s estate on the outskirts 
has been transformed into a hospital. It is a beauti- 
ful place surrounded by well-kept grounds and over- 
looking the sea. A remarkable tropical garden filled 
with palms, century plants and other delicate vegeta- 
tion bears testimony to a mild health-giving climate. 

In the Singer home itself are several wards, an ex- 
cellent operating room and quarters for the fifty odd 
nurses. As the house is rather extravagantly fur- 
nished, a group of “Tommies” in blue flannel suits 
and bed slippers made a rather strange picture as 
they knitted or played cards in the stately drawing 
room. When one man, fresh from the trenches, was 
being carried in for the first time, he looked at the 
statues about him and up a flight of marble stairs 
to a huge painting of the Marriage of Napoleon and 
ejaculated, “My word, is this Windsor Castle?” 

An arena planned for indoor-riding has been trans- 
formed into an excellent, large ward. After the other 
lights are out the rays of two dark lanterns illumi- 
nate a large British flag high above the beds. Sev- 
eral other outhouses are used as wards and a building 
which covered a swimming pool is being prepared in 
anticipation of a greater influx of wounded with the 
coming of warm weather. 

The colony of eight American doctors is very pleas- 
antly housed. A stranger is immediately made to feel 
the atmosphere of American friendliness and good 
cheer. Their oniy complaint seemed to be that the 
eases received were not severe nor varied enough. A 
surprisingly large number of them were cases of frost- 
bitten feet. The nurses are mostly Americans, but 
there are a number of English and some Australians. 
A little English probationer told me that she had 
tried a number of English hospitals but found they 
needed no one, so she felt very fortunate to have been 
taken in here. 

The soldiers seemed quite grateful for the care they 
were receiving. A Scotchman was weaving crossed 
American and English flags from colored yarn, and I 
found out later that it was a pair of bed slippers in- 
tended for his nurse. 

The wounds of some of the men who had lain in 
hospitals in France for some time showed the usual 
results of neglect. One easily gets the impression 
that the Tommies are longing to return to their regi- 
ments. I heard one of them express what appeared 
to be his true feeling on this subject. A kindly, old 
lady asked him if he was anxious to get back to 
fight for his king and country. He looked at her a 
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moment and then said, “If you was out of hell on | 
leave would you be anxious to get back again?” 
speaker was a boy of 19 who had lain between the 
trenches, wounded, for three days. 

Before leaving Paignton I had the good fortune of | 
seeing a trainload of wounded arrive. The towns- | 
people were outside the station with motors and 
wagons of all descriptions. Boy scouts and men in 
firemen’s uniform were waiting to help with the un- 
loading. The train came in with about 70 wounded. | 
In a surprisingly short time they were carried out to | 
the line of waiting vehicles and borne, through a 
crowd of villagers who occasionally broke into cheers, | 
to the hospital on the hill. 

I have been informed ‘that the patients are taken 
from the base hospitals in France or direct from the 
tiring line, carried over the channel in hospital ships 
and loaded onto trains waiting at the dock. All other | 
traffic is held up to let these trains go through to | 
hospitals in various parts of England and Scotland. | 
Two days after the battle of Neuve Chapelle many of | 
the wounded were resting in hospital wards on this | 
side of the channel. 

The trains mentioned above have all been fitted up 
since last August. The cars present quite a finished 
appearance, however. They originally carried milk. 
Now each one is painted white inside and a line of 
upper and lower bunks, swung from each wall, some- 
what after the plan of an American Pullman sleeper. 
Straps are suspended over each bunk so that the pa- | 
tient may help when being moved about. As each | 
man is removed his bed is folded up against the wall. 
In one car is a small operating room which appeared | 
quite well equipped for use in case of emergency. | 
The doctor in charge, together with his corps of as- 
sistants and orderlies, lives on his train during its | 
trips back and forth. Sincerely yours, 

WILDER G. 


PENFIELD. 


BELGIAN PHYSICIANS’ RELIEF FUND. 
REPORT OF THE TREASURER OF THE COMMITTEE OF | 
AMERICAN PHYSICIANS FOR THE AID OF 'THE BELGIAN | 
PROFESSION FOR THE WEEK ENDING APRIL 24, 1915. 
CONTRIBUTIONS. 
Dr. George W. Crile, Cleveland, Ohio......... $100.00 | 
Salt Lake County Medical Society, Salt Lake 


City, Utah (third contribution)............ 21.00 | 
Dr. C. P. Thomas, Los Angeles, Cal........... 5.00 
Portland Medical Club, Portland, Me......... 25.00 | 
Dr. C. H. Henninger, Pittsburg, Pa.......... 5.00 | 
Dr. J.J. Buchanan, Pitteburg, 25.00 
Receipts for the week ending April 24th......$ 181.00 | © 
Previously reported receipts. 6524.50 | 

Disbursements for the week ending April 24: 

80 standard boxes of food @ $2.30..$ 184.00 

Previously reported disbursements : 

1625 standard boxes of food @ $2.20. . $3575.00 

1194 standard boxes of food @ $2.30.. 2746.20 


Through an error in the report of April 17, the con- 
tribution of the Bennington County Medical Society, 
Bennington, Vt., was credited to the Secretary, Dr. 
Lucretius H. Ross. 

F. F. Stimpson, M.D., Treasurer, 
7048 Jenkins Arcade Bldg., 
Pittsburg, Pa. 


CENSORS’ EXAMINATION, 


The Censors of the Suffolk District Medical Society 


MEDICAL AND SURGICAL JOURNAL 


| Hanover Street, Boston, at 5.30 P.M., 
|The annual dinner will be served at 6.30 P.M. 


will meet to examine candidates for admission to The | 


|aged 46 years. 


[May 6, 1915 


Massachusetts Medical Society at 8 The Fenway,.on 


The | Thursday, May 13, 1915, at 2 P.M. 


Candidates, who must be residents of the Suffolk 


District, or non-residents of Massachusetts, should 


make personal application to the Secretary, and pre- 
sent their medical diplomas, at least three days before 


| the examination. 


For further particulars, apply between 2 and 3 P.M. 


WaLtTer C. Howe, M.D., Secretary, 
303 Beacon Street. 


SOCIETY NOTICES. 


THE AMERICAN GASTRO-ENTEROLOGICAL ASSOCIATION, 
The eighteenth annual meeting of the American 


Gastro-Enterological Association will be held in Osler 
Hall, Medical and Chirurgical Building, Johns Hop- 
| kins University, Baltimore, Md., on May 10, 1915. 
Physicians are cordially invited. 
FRANKLIN W. WHITE, M.D., Boston, 
Secretary. 


NorFotK SoutH Districr MEpicaL Socrety.—An- 
nual meeting, United States Hotel, Boston, Thursday 
evening, May 6, 1915. 

Business meeting at 6 pP.M., followed by banquet 
and annual address by the president. 

F. H. MErRRIAM, M.D., Secretary, 
South Braintree, Mass. 


NORFOLK District MEpIcAL Socrety.—The sixty- 


| fifth annual meeting of the Norfolk District Medical 


Society will be held at the New Anrerican House, 
on May 11, 1915. 


The treasurer will be at the meeting ready to re- 
ceive the annual assessment of $5.00. All members 


'are urgently requested to pay at that time, or to for- 


ward the amount to him, instead of making payments 


/at the meeting of The Massachusetts Medical Society 
in June. 


G. H. Francis, M.D., President, 
BRADFORD KENT, M.D., Secretary. 


APPOINTMENTS. 


*, Thomas M. Gallagher of Newton, associate medi- 
leat. amainas of the seventh Middlesex country dis- 


|trict, has been appointed surgeon to out-patient de- 


partment at St. Elizabeth’s Hospital. 
Dr. Douglas Stanley has been appointed professor 
of therapeutics at the University of Birmingham, 


England. 


RECENT DEATHS. 


Dr. GEoRG JOCHMANN of Berlin has died recently 
of typhus fever contracted in one of the Russian 
prison camps. 

Dr. ARTHUR ERNEST GALE, who dled on April 27 at 
Chestnut Hill, Mass., was born in Haverhill, Mass., 
in 1869. He obtained his preliminary education at 
the Phillips Exeter Academy and after studying for a 
year in Harvard College, entered the University of 
Chicago, from which he received his doctorate in 
medicine. After practising his profession in Chicago 
for several years he retired from medicine and re- 
turning to Massachusetts engaged in business for the 
remainder of his life. He is survived by his widow 
and by one son. 

Dr. DANIEL JOSEPH of The 


MEHEGAN, a Fellow 


| Massachusetts Medical Society, died of diabetes mel- 


litus at his home in Taunton, Mass., on April 21, 
He was a graduate of the Taunton 
High School, and of the Harvard Medical School in 
1894. He had practised in Taunton since that time. 
He leaves a widow and four children. At the time 
of his death Dr. Mehegan was one of the Censors of 
the Bristol North District. 
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